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THE INJECTION OF AIR FOR THE ROENTGEN DIAGNOSIS 


OF TUMORS OF 


BY GEORGE E. 


PHILADEL 


HIS method is not new and _ has 
probably been used by a number of 
men. I have spoken of it at meetings 
occasionally during the past ten years 
and have been using it in my practice for 
at least twelve years, but it seems to me 
a method that is not used sufficiently, and 
for this reason I am again calling attention 
to it in the form of a more or less definite 
paper. 
The examination of the bladder for 
tumors by the expert 
been so 


cystoscopist has 
successful that this modified 
roentgen method has probably not been 
developed to the fullest advantage; but 
there are many cases in which an exami- 
nation by the cystoscopist is not practical 
for one of the following reasons: 

(1) Because of the severe pain which 
generally accompanies these examinations; 

(2) Because of the inability to pass the 
cystoscope ; 

3) Because of severe hemorrhage; 

(4) Because of decided objection on 
the part of the patient; 

(5) Because an expert cystoscopist is 
not always at hand. 

Therefore, when one can obtain definite 
information with regard to tumors of 


* Read before the Philadelphia Roentgen Society, May 8, 19109. 
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THE BLADDER * 


PFAHLER, M.D. 


PHIA, PA. 


the bladder, especially as to size, position 
and conformation, such evidence should 
not be neglected. Even when a cystoscopic 
examination can be made, I believe that 
the information obtained in this way will 
be of additional advantage. 

Technique.—It is my custom to make 
an anterior plate and a posterior one be- 
fore attempting an injection of air. This 
demonstrates the condition present inde- 
pendent of the air injection. In this way 
one is able to localize the air or gases 
which may be retained in the rectum or 
pelvic colon. One may also recognize the 
presence of a stone in the bladder. The 
urethral orifice is then cleansed in 
the usual manner necessary for catheter- 
ization. The catheter is chosen according 
to conditions present, utilizing the largest 
size that will pass without pain or incon- 
venience. An atomizer bulb is then at- 
tached to a piece of glass tubing so adjusted 
that it can easily be attached to the 
catheter. This glass tubing and the catheter 
should be sterilized. An extra precaution 
against the injection of germs from the 
air into the bladder consists in utilizing a 
glass tubing which is wide at one end, 
into which can be inserted a plug of sterile 
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cotton; this will filter the air to a certain 
extent during the injection. I believe 
that the danger of injecting germs from 
the air is not serious, for ordinarily they 
would not be likely to find a suitable cul- 
ture medium and would probably be dealt 
with by the bladder without harm. Be- 
sides this these cases are usually infected 
before they come for a roentgen ray study 
and commonly the patient is passing pus 
and blood rather freely. However, there 
are times when every possible precaution 
must be observed. 

The catheter is passed into the bladder. 
Generally one finds considerable residual 
urine. This is removed, the bladder is 
compressed until one has eliminated so 
far as possible all of the fluid in the bladder. 
Air is then injected or compressed into 
the bladder by means of the atomizer 
bulb until the patient complains of dis- 
tress, distention or desire to urinate and 
generally one can outline the bladder by 
percussion. If the injection is made slowly 
and due attention is paid to the complaints 
of the patient, I believe that no harm can 
be done. It is possible, of course, to over- 
distend the bladder or even to rupture a 
diseased bladder by this process. 

When the bladder is fully distended, a 
pair of hemostatic forceps are clamped 
over the catheter, the atomizer bulb is 
removed and one or more plates are made 
posteriorly; the patient is turned on the 
abdomen and one or more plates are 
made anteriorly, directing the rays through 
the bladder obliquely from below upward 
so as to avoid the pubic arch as much as 
possible. Generally the anterior view will 
give most information, but it is decidedly 
an advantage to utilize both positions. I 
have never found it necessary to strap the 
catheter in place, and it has never come 
out during my examinations. Care of 
course must be observed, for one can dis- 
place the catheter easily when rolling 
the patient over. If it is accidentally 
removed, it must be reinserted, for the 
retention of the air in the bladder will 
probably give the patient considerable 


distress. As soon as the examination is 
finished, the patient is turned upon the 
back, the clasp removed from the catheter, 
and all of the air allowed to pass out. 
Generally it is advisable to compress the 
bladder by pressure in the suprapubic 
region, which will assist in the expulsion 
of all of the air. 

Up to the present time I have never had 
any disadvantage or serious objection to 
this examination either on the part of 
the patient or as evidenced by any bad 
after results. 

New Growths.—I have succeeded in 
demonstrating new growths in the bladder 
as small as a thimble; in other cases half 
of the bladder area has been involved. At 
times the tumor has been located directly 
over the prostatic area, in others on the 
lateral wall of the bladder, and in others 
apparently above the prostate, on the 
posterior wall. One can of course never 
decide positively whether these new 
growths are malignant or benign, neither 
can they be decided positively by the 
cystoscope; one judges by size, position 
and general outline. If the tumor is 
large, occurs in an older patient, and is 
irregular in outline, especially if it presents 
a broad base, one would think first of 
malignancy. If it is small, smooth and 
pedunculated, one would think first of 
a benign growth. But whether the growth 
is benign or malignant, the only chance a 
patient has for recovery consists in its 
removal, by electro-coagulation through 
the cystoscope, electro-coagulation 
through a cystostomy, by excision or 
thermocautery, or by means of the direct 
application of radium. In any of the above 
surgical methods of treatment, excepting 
that of radium, the growth can be ex- 
amined microscopically after its removal. 
Since there is a tendency of all benign 
growths to become malignant later, it is 
surely advisable to treat them as malig- 
nant in their earliest stages, leaving nothing 
undone that would be of value in the 
destruction or elimination of the growth 
if it were known to be malignant. 
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Enlarged Prostate-—The enlarged pros- 
tate can usually be palpated, and such an 
examination as I have described is not 
always necessary, but even in these cases 
it is often an advantage. By palpation 
through the rectum one can often deter- 
mine the size and outline of the prostate, 
but it is a distinct advantage in some 
instances to know the appearances of the 
upper or anterior surface of this tumor. 
If smooth and regular in outline the first 
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when necessary. The injection of an 
opaque solution has very much less ad- 
vantage for demonstrating the outline of 
a tumor of the bladder, because the opaque 
solution will cover up the outline excepting 
when it is located on the lateral wall. 


REPORT OF CASES 


The following cases will illustrate the 
value of this method of examining tumors 
of the bladder. 


FiG. 1 


thought would be that it is a benign en- 
largement of the prostate. If the upper 
or anterior surface of the prostate is 
irregular in outline or the enlargement 
involves especially one lobe, one would 
think of a beginning malignant infiltra- 
tion, and especially if this shows extension 
beyond what is ordinarily recognized as 
the prostatic area. 

Diverticuli of the bladder can also be 
demonstrated in this manner, especially if 
the diverticulum occurs on the lateral 
wall. If it occurs posteriorly or anteriorly 
it is less definitely demonstrated; generally 
the injection of an opaque solution into 
the bladder will give a better outline of a 
diverticulum, but there is nothing to pre- 


vent the use of both of these methods 


FIG 2. 


CasE 1.—Mr. E. F. J., age fifty-two, 
referred by Dr. Ernest Laplace, April 7, 
1919. The patient had hematuria for two 
months. The plates made of the bladder 
preceding the injection of air showed 
nothing abnormal. After the injection of 
air the anterior plate showed a tumor 
214 inches in diameter at its base, irregular 
in outline, elevated 1! inches and at- 
tached to the left wall of the bladder. On 
account of its broad base, its irregular 
outline and its occurrence in a man of 
fifty-two, with hematuria as the first 
symptom and continuing during a period 
of two months, the diagnosis of carcinoma 
was made. Operation, as well as the 
pathological examination, confirmed this 
report in every detail. (Fig. 1.) 
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CasE 2.—Mr. I. G., age fifty-one, 
referred by Dr. Louis Schwarz, December 
9g, 1908. Roentgen examination of the 
bladder showed nothing abnormal. After 
the injection of air a tumor was found, 
shown best in the anterior plate, occupying 
the region of the prostate, but more 
especially the right side. The tumor was 
globular and irregular in density, fairly 
smooth in outline. On this basis the diag- 
nosis of probable carcinoma was made. 
No operation was performed and when the 
patient was examined cystoscopically, Feb- 
ruary 8, 1911, more than two years later, 
a definite diagnosis of carcinoma was 
made. In this case a cystoscopic examina- 
tion had been made just preceding the 
roentgen examination, but on account of 
the constant flow of blood, no definite 
opinion could be given as to the cause of 
bleeding or nature of the growth. (Fig. 2.) 


CAsE 3.—Mr. W. D. G., age seventy- 
two, referred for examination by Dr. 
Ernest Laplace, April 27, 1916. Original 
roentgen examination was negative. With 


FIG. 3 


the injection of air, an irregular tumor 
mass was found involving the entire 
prostatic area and extending upward on 
the left side of the bladder to the base 


of the bladder. In this case there was also 
associated the evidence of a diverticulum 
on the left side. (Fig. 3.) 


CasE 4.—Mr. R. A. T., age fifty-five, 
referred by Dr. H. D. Deaver, February 9, 


FIG. 4 


1914. Patient had noticed a_ terminal 
hematuria during a period of three weeks. 
This was associated with pain along the 
right ureter. Injection of air and roentgen 
examination showed a small globular tumor 
about %4-inch in diameter. Judged by its 
size and without recognizing any increase 
in breadth at the base, the probable diag- 
nosis of a benign growth was made. This 
was confirmed later by cystoscopic exami- 
nation by Dr. Alexander Uhle and the 
growth was destroyed by electro-coagula- 
tion. (Fig. 4.) 


CasE 5.—Mr. J. A., age fifty-one, 
referred to me by Dr. Ernest Laplace, 
December 7, I9II, with a history of 
hematuria. Injection of air into the bladder 
and roentgen examination showed a broad, 
irregular tumor involving the prostatic 
area and extending upward along the 
right side of the bladder. A diagnosis of 
carcinoma was made and this was con- 
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firmed by operation by Dr. Laplace, and 
found inoperable. (Fig. 5.) 


CAsE 6.—Mr. L. J., age sixty-five, 


fag 


referred November 17, 1911, by Dr. J. K. 
Joffe and Dr. Leon Gans. During three 
years the patient has had considerable 
pain when passing urine. He was sent for 
diagnosis with suspicion of stone in the 
bladder. Injection of air and roentgen 
examination showed a large tumor about 
3 inches in diameter extending upward 
from the prostate. It was smooth in out- 
line and attached throughout its entire 
base to the prostatic area. This was con- 
firmed later by a cystoscopic examination 
made by Dr. Gans. The probable diagnosis 
of carcinoma was made. (Fig. 6.) 


CONCLUSION 
1. Injection of the bladder with air is 


practical and with proper precaution is 
harmless. 


2. Tumors can be definitely outlined, 
and when judged by their size, shape, and 
position in conjunction with the clinical 
history, a diagnosis as to their nature can 
be made. 

3. This method will at times replace a 
cystoscopic examination; at other times 
it can be used to advantage in addition 
to the cystoscopic examination. 

4. This method can be utilized when a 
cystoscopic examination is impractical on 
account of the field being partly obscured 
by blood. 

5. It is less painful and generally less 
objectionable to the patient than the cys- 


Fic. 6 


toscopic examination, and can be carried 
out wherever there is an expert roent- 
genologist. 
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THE RADIOLOGICAL DIAGNOSIS OF TRANSDIAPHRAG- 
MATIC HERNIA OF THE STOMACH RESULTING 
FROM WAR WOUNDS 


BY DR. P. AIME AND DR. J. SOLOMON 


From the Radiological Service of the Val-de-Grace Hospital, Paris, France. 


Translated by Isaac Gerber, M.D. 


RANSDIAPHRAGMATIC hernia of 

the stomach is a condition whose 
rarity appears to have diminished appre- 
ciably since the present war. This is because 
of the large number of injuries to the 
diaphragm which have been produced. 
The more extensive use of the radiological 
examination in gastro-intestinal disturb- 
ances has been an additional help in dis- 
covering a large number of these cases that 
otherwise might have escaped clinical ob- 
servation. 

The difference beween the intra-ab- 
dominal and the intra-thoracic pressures 
during a strong inspiration or a fit of cough- 
ing, is sufficient to cause the passage of the 
abdominal viscera to a certain extent into 
the thoracic cavity, when the dome of the 
diaphragm presents a break in its normal 
continuity. This break in continuity may 
be either congenital or traumatic. Of all 
the abdominal viscera, the stomach is the 
organ associated most frequently with 
hernia.! A certain number of cases have 
been reported in which the hernia was 
made up of the transverse colon, or even 
of the spleen. Before the common use of 
the radiological method of exploration, 
the transdiaphragmatic hernias were al- 
most always discovered only at autopsy. 
The clinical signs described by Patel and 
Jaboulay' are dyspeptic symptoms, vom- 
iting, anginoid pains, tympany on percus- 
sion, borborygmus and gurgling with aus- 
cultation. These symptoms are usually 
vague or incomplete, and the authors add 
on page 336 that “‘a number of the dia- 
phragmatic hernias have no clinical history 
and are merely autopsy findings. This is 
because they have no special characteris- 
tics, and it is extremely rare that their 


existence has been suspected, outside of 
well-marked accidents.”’ It is just this lack 
of precision that requires the aid of radio- 
diagnosis. In spite of the primary im- 
portance of the radiological examination, 
from the point of view of operative indica- 
tions, the most recent text-books (Bibli- 
ography, 2, 3) do not even mention the 
images furnished by this type of lesion. 
Patel and Jaboulay believe that radios- 
copy is a very illusory method of diagno- 
sis. It is well to note, however, that this 
opinion was expressed in 1908. In his 
monograph Barjon‘ mentions a single case 
in which the diagnosis was doubtful—as 
between a pyopneumothorax with a dou- 
ble pocket and a hernia of the stomach. 
Since the war, in addition to the case 
described by Jean Quénu and Legrain, 
which was revealed by autopsy, a case of 
diaphragmatic hernia of the stomach and 
transverse colon has been reported by Dr. 
Pierre Wiart,® chief physician to the Surgi- 
cal Automobile Ambulance No. 4. There 
have also been two observations of P. 
Lecéne.* All of these depended upon the 
radioscopic examination. Wiart recognizes 
its great importance, as the clinical symp- 
toms in his case were entirely those of a 
markedly obstructing gastric stenosis. 
Lecéne believes that in the cases which he 
had the opportunity of observing the diag- 
nosis was very simple and had been made 
before radioscopy; but he adds _ that 
‘“‘radioscopy gives the clinician a factor of 
certainty that he should never neglect. In 
our two cases the radiological examina- 
tions, at which we were present, consti- 
tuted the real evidence, and confirmed the 
diagnosis in a positive manner.”’ In regard 
to the use of the term “‘hernia,’’ which has 
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been applied generally to this type of 
traumatic lesion, Lecéne states that it is 
only ‘‘partially exact,’’ because no hernial 
sac exists. He prefers the term ‘‘trans- 
diaphragmatic intrapleural evisceration.”’ 
It is well to remember, however, that the 
term “‘hernia’’ has been generally applied 
with good authority to such organs as the 
brain.’ 

Before describing the radiological find- 
ings in the different cases of transdia- 
phragmatic hernia that we have had the 
opportunity of studying, we believe it 
would be valuable to quote the autopsy 
protocol which has been kindly communi- 
cated to us by our colleague and friend, 
Dr. Finelle, with the authority of Pro- 
fessor Jalagines. The case was one of injury 
to the thorax, where the wound had been 
healed. During his leave for convalescence, 
three months after the injury, the patient 
was suddenly taken with an acute upset, 
vomiting of material looking like coffee 
and milk, an“? temperature reaching up to 
104° F. He was brought to the hospital 
on account of the seriousness of his con- 
dition, and died three days later without 
any exact diagnosis being made. The 
anatomical conditions found when opening 
the thorax are most interesting, and help in 
the exact interpretation of the radiological 
images which we later observed in another 
patient suffering from the same injury: 

‘“On opening the thoracic wall, the left 
lung was found completely retracted, and 
reduced two-thirds in volume. Its normal 
position was occupied by a mass having 
the appearance of brain tissue, which 
proved to be the great omentum, and 
stomach. These had herniated into the 
thoracic cavity. These organs were dark, 
slate-colored, and presented an apparent 
strangulation at the level of an opening in 
the left side of the diaphragm. This hole 
was of the diameter of about a five-franc 
piece, and was situated about 10 or I2 
cm. from the anterior attachments of the 
diaphragm. An ulceration of the herniated 
stomach was seen at the apex of the pouch, 
in the vicinity of the greater curvature. 
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Death resulted from the strangulation of 
the gastro-epiploic hernia, this strangula- 
tion having produced an ulceration of the 
stomach, followed by a copious internal 
hemorrhage, with communication into the 
lung.” (Fig. 1.) 

This interesting anatomo-pathological 
observation shows, first, that wounds of 
the diaphragm do not have any tendency 
towards spontaneous healing; second, that 


FIG. I 


the usual clinical methods of investigation 
are not capable of revealing a diaphrag- 
matic hernia definitely; third, that it is of 
the utmost importance always to employ the 
radiological examination in every case of 
wound of the thorax accompanied by digestive 
disturbances, if the patient’s condition per- 
mits. 

Unfortunately this is not always the 
case. Often a perforation of the diaphragm 
requires an immediate surgical interven- 
tion. Such was the case with the two beau- 
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tiful anatomical specimens loaned by 
Major Martin, which are in the museum 
of the Val-de-Grace, numbers 2658 and 
2657. In the first instance, the case was 
one of a wound from below upward, with 
a diaphragmatic hernia of the spleen and 
stomach, which led to death in 15 hours. 
The second case was a diaphragmatic 
hernia of the stomach itself, from a wound 
extending from above downwards, which 


ke 
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brought on death in 48 hours. A third 
specimen, which is placed at the side of 
the above, and is numbered 2659, shows a 
diaphragmatic hernia of the transverse 
colon, which had been unrecognized and 
had led to death by strangulation of the 
hernia an entire year after the wound. (Dr. 
Dupoy amb. 169.) 

In addition, thoraco-abdominal wounds 
often involve the spleen or kidney, and 
make surgical intervention doubtful. 


CasE I.—Sub-Lieutenant M. was sent 
to us at the Val-de-Grace in May, 1917, for 
a radiological examination. He had been 


wounded on March 22, 1916, by a shell 
fragment, which penetrated the posterior 
portion of the left thoracic wall, going for- 
ward, from above downward. Although 
the wound was entirely healed, he pre- 
sented dyspeptic symptoms. There was 
difficulty with digestion, accompanied by 
violent pain, several hours after meals, 
which did not stop until he lay down on 
his left side in a peculiar manner. 


Radiological Examination.—The patient 
was first examined fasting in the vertical 
anterior position. A small amount of 
liquid was found still present in the stom- 
ach. We were impressed by the abnormal 
height of this liquid, which was much 
higher than the right diaphragm, and 
appeared to be surmounted by a trans- 
parent rounded cavity. This made us think 
first of a possible collection of air and fluid 
in the pulmonary field. The ingestion of an 
opaque meal showed clearly that we were 
dealing with the stomach, which presented 
a supradiaphragmatic subdiaphrag- 
matic portion, united by a constriction 


4 


Radiological Diagnosis of Transdiaphragmatic Hernia of the Stomach 


corresponding to the level of the dia- 
phragm. The upper portion filled first, 
from below upwards. (Fig. 2.) The exami- 
nation in the horizontal position gave the 
explanation of this anomaly. The opaque 
bolus which came down the esophagus 
would go up above the diaphragm, and 
then the pyloric portion would afterwards 
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three horse-hair sutures. At present the 
patient is entirely well, and his stomach 
functions normally. The latter was proved 
by another radiological examination. 


CaAsE II.—Sub-Lieutenant P. was sent 
to us a short time later, in July, 1917. He 
had been wounded eight months before by 


FIG. 


fill. It was obvious that the middle portion 
of the stomach had been drawn up through 
the hole in the diaphragm, while the 
cardia and pylorus remained fixed below. 
(Fig 3.) 

The emptying of the stomach was con- 
siderably delayed. Twenty-four hours after- 
ward it still contained opaque liquid. On 
July 4, 1917, Professor Walther operated 
by the thoracic approach, freed up the 
adhesions between the pleura and the 
herniated stomach and omentum, and 
reduced the hernia into the abdomen. The 
diaphragmatic opening was closed with 


4. 


a shell fragment, which penetrated the left 
side of his chest, traveling from above 
downwards, and from behind forwards. 
An attempt had been made to find the 
fragment through the wound of entrance, 
but without success. After the pleural 
effusion had slowly absorbed and the 
wound had healed, the patient was sent 
away to convalesce. His general condition 
however remained poor. He presented an 
extreme emaciation, and complained of 
difficulty in breathing, as well as of dys- 
peptic disturbances which were not re- 
lieved by any treatment. There was pain 
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after eating, often followed by vomiting 
of the food eaten. 

Radiological Examination.—The exami- 
nation was made in the vertical anterior 
position. Although the patient had eaten 
nothing since the previous evening, a 
definite fluid level was observed in the 
region of the stomach. The abnormal 
height of the fluid-level made us suspect 
a pleural effusion. The administration of 


an effervescing mixture demonstrated that 
this was in the superior pouch of the 
stomach. We were able to watch the grad- 
ual dilatation of this gaseous stomach 
pouch, which was situated above the dome 
of the left diaphragm. The dilatation was 
enormous, and compressed the lung very 
much like a pneumothorax. In reality we 
were concerned with an artificial gastro- 
pneumothorax. (Fig. 4.) 

The diagnosis of transdiaphragmatic 
hernia was made, and further examination, 
continued with the opaque meal, gave very 
interesting results. The image of the 
stomach in the vertical anterior position is 


shown in Fig. 5. A constriction is seen, 
corresponding to the position of the dia- 
phragm. Spontaneous mobility was absent, 
and provoked mobility was much dimin- 
ished. No localized tenderness was noted 
on palpation. Palpation was extremely 
difficult on account of the high position of 
the stomach under the false ribs. The 
shell-fragment was clearly seen in the 
neighborhood of the vertebral shadow. 


The examination in the lateral position 
was even more instructive. It enabled us 
to localize the perforation in the diaphragm 
to a certain extent, and to estimate its 
dimensions. The level of the opaque liquid 
was clearly seen filling the narrow channel, 
and covering the entire dome of the 
diaphragm as far back as the shadow of 
the spine. The shell fragment was also 
seen. (Fig. 6.) 

In the horizontal position we could fol- 
low the passage of the opaque bolus from 
the esophagus into the stomach. The cardia 
being fixed at the lower portion of the 
diaphragmatic dome, the opaque material 
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passed upwards above the diaphragm, and 
the filling of the pyloric portion took place 
later. The cardia and pylorus were situated 
one in front of the other under the dia- 
phragm, so that the greater portion of the 
stomach spread out in the thoracic cavity, 
giving the general appearance of an 
enormous mushroom. (Fig. 7.) 

The patient did not consent to operation, 
and was still living in August, 1918. 


CasE III.—Private G. received several 
fragments of grenade in the left flank five 
or six months before coming to the hospi- 
tal Saint Antoine for consultation. A radio- 
logical examination made previously had 
not called any special attention to the 
stomach. Clinically, however, an ulcer of 
the stomach was suspected. The plate 
(Fig. 8) shows a diaphragmatic hernia of 
the stomach, of traumatic origin. A con- 
striction is seen at the level of the perfora- 
tion through the diaphragm, the pylorus 
occupying the most dependent portion of 
the stomach, whose mobility was absent. 
The stomach appeared to be fixed in a 
rigid mass of perigastritic adhesions. The 
patient was not operated upon. 

These three observations of transdia- 
phragmatic hernia of the stomach following 
trauma, show that when the stomach be- 


comes herniated into the thorax it very 
quickly forms adhesions. While autopsies 
show that perforations of the diaphragm 
do not heal spontaneously, radiology dem- 


381 


onstrates that the traumatic hernias of the 
stomach do not reduce themselves spon- 
taneously, even in the upright position. 

The following observation shows that 
this is not the case with the congenital 
type. 


CasE IV.— Mr. M.., 55 years old, a cop- 
persmith by occupation, came in with the 
following history: There had been two 
attacks of hematemesis, the last two 
months previously, with loss of over fifty 
pounds in weight within a year. No tumor 
could be palpated. There was occasional 
regurgitation after meals, with some epi- 
gastric pain. The history suggested gastric 
ulcer. 

The first radiological examination, made 
Jan. 31, 1918, showed a diaphragmatic 
hernia of the stomach. In the vertical 
anterior position, with the patient fasting, 
a rounded transparent pouch, with sharp 
outlines, was seen above the dome of the 
left diaphragm. The ingestion of an opaque 
meal furnished some very interesting re- 
sults. 

At first, the supradiaphragmatic pouch 
was seen to fill from the bottom, at the 
level of the constriction. Later the meal was 
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observed to travel through a narrow pas- 
sage into a lower pouch. Gradually the 
stomach was entirely filled. The entire 
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subdiaphragmatic portion contracted very 
vigorously, and showed a very curious 
formation. (Fig. 9.) 


The examination in the horizontal posi- 
tion showed a large supradiaphragmatic 


pouch, and also a subdiaphragmatic por- 
tion that was elongated and markedly 
displaced to the right. (Fig. 10.) 
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Another examination made a week later 
showed a very surprising and probably 
extremely rare condition. The entire stom- 
ach had taken a position below the dia- 
phragm, and every trace of hernia had 
disappeared. (Fig. 11.) The patient, who 
felt much better, had reduced his hernia 
spontaneously. 

A third examination, ten days later, 
showed us again a small pocket of gastric 
air, situated above the diaphragm. The 
ingestion of the effervescing mixture (so- 
dium bicarbonate and tartaric acid) again 
produced the same appearance of the 
stomach as at the first examination. In 
this case, therefore, we were dealing with 
a congenital hernia, which was partial and 
intermittent. 


CAsE V.—This case is not one of hernia, 
but represents a type of malformation, 
whose radiological appearances bear a close 
relation to those of true transdiaphrag- 
matic hernia of the stomach. 

Miss S., 20 years of age, was sent to us 
for a radiological examination of her chest 
and stomach. She presented clinical signs 


of a tuberculous cavity on the left side, 
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and also complained of digestive disturb- 
ances. The examination of the chest showed 
definite cavities in the left lung at the apex 


and at the level of the subspinous fossa. 
The vault of the left diaphragm appeared 
to be very high. The opaque meal in the 
vertical position showed a_ stomach the 
greater portion of which appeared to be 
intra-thoracic. (Fig. 12.) The cardia was 
at the lower third of the lesser curvature, 
and the pylorus was at the most dependent 
portion of the gastric shadow. Fig. 13 
shows the appearance of the stomach in 
the horizontal position. 

In this case there is no hernia of the 
stomach through the diaphragm, but an 
abnormally high position of the diaphrag- 
matic dome, carrying with it the upper 
part of the stomach, while the cardia 
remained fixed. This elevation of the dia- 
phragm is really due to a congenital mal- 
formation. Another type of mechanism 
may, however, be suspected. This is the 
action of a pulmonary sclerosis which pro- 
duces retraction of the corresponding 
diaphragm (as described by Dr. Béclére). 
In this particular case, it would be an 
extreme exaggeration of the irregularities 
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and angulations of the diaphragm seen so 
frequently by radiologists in cases of pul- 
monary scleresis. 


From a study of these various cases, we 
see that in the case of true diaphragmatic 
hernia of the stomach, where the cardia 
and pylorus remain fixed, the stomach 
and omentum are drawn up through the 
opening in the diaphragm into the thoracic 
cavity, where they are fixed firmly only in 
the case of traumatic perforation. The 
congenital type seems to be characterized 
by the ease with which it can be spon- 
taneously reduced. It would seem, there- 
fore, that the adhesions between the stom- 
ach and the pleura are due to the infection 
incident upon the passage of the projectile, 
and not merely to the abnormal contact 
of the stomach. This is in accord with what 
we already know about the rapidity with 
which pleural effusions follow upon slight 
infections. 

The diagnosis of trans- 
diaphragmatic hernia of the stomach may 
be made with certainty when a supra- 
diaphragmatic pouch is seen, which dilates 
with an effervescing mixture, or fills with 
an opaque meal, and appears to be in con- 
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tinuity with the esophagus and the pylorus. 
We wish to emphasize the great value of 
the examinations in the lateral and hori- 
zontal positions. 

We have been interested in collecting 
these few cases, as they are relatively rare. 
Among 5,000 radiological examinations 
made in the service of Dr. A. Béclére, there 
were only two cases of transdiaphragmatic 
hernia. The two cases observed in the 
laboratory of the Val-de-Grace are the 
only two noted among the very large 
number of patients examined there during 
the war. 
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RICE BODIES IN ANKLE JOINT 


BY HENRY K. PANCOAST, M.D. 


PHILADELPHIA PA. 


Male, twenty-three years old, plumber, 
ship’s fitter, U. S. N. R. F. Examined at 
the Naval Hospital, Philadelphia. He 
fell and hurt his ankle two years ago and 


Fic. 1. ANTEROPOSTERIOR VIEW. 


was disabled one week. Ever since then 
he has been able to walk and dance 
without discomfort except that occasion- 
ally the ankle gives way like a sprained 


joint, and the pain lasts two or three 
hours, but without additional swelling. 
Examination shows a swelling of the ankle 
joint, without inflammatory manifesta- 


Fic. 2. LATERAL VIEW. 


tions. On palpation the swelling is found 
to consist of small movable bodies as 
shown in the roentgenogram. No tuber- 
culous lesions or family history. 
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MASTOID STEREOROENTGENOGRAMS PRESENTING 
VARIATIONS * 


BY BUNDY ALLEN, M.D. 


Roentgenologist, University 


IOWA CITY, IOWA 


HE objects of this paper are to out- 

line two practical points relative to 
the roentgen examination and diagnosis of 
mastoid lesions, illustrating the technique 
of stereoroentgenograms of the right and 
left mastoid on a single pair of plates; 
to present a number of specimens in dried 
skulls which have had the mastoid dis- 
sected, and to offer a preliminary report 
of a number of patients demonstrating a 


DIAGRAM A 


variation of the mastoid cells, namely, 
pneumatic type on one side with a diploic 
type on the opposite side, which heretofore 
has been considered a very rare condition. 

In mastoid positions, the patient lies flat 
on the abdomen, as shown in the illustra- 
tion, the face toward the right for the left 
mastoid, and vice versa. Doctor Ingersoll 
of Cleveland places the patient on the 
table on the left or right side. The only 
contra-indications to the prone position 
are advanced pregnancy, large abdominal 
tumor, etc.; but the prone position renders 
the patient more comfortable with less 
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motion of the head than any other. The 
best technique for mastoid roentgenograms 
for diagnostic purposes is the stereoscopic, 
and the best results can be had by 
stereoscoping the mastoids, right and left, 
on a single pair of plates. 

Stereoscopic mastoid roentgenogram 
technique is very materially simplified by a 
plate-changing device originated by the 
writer, and used by him for two years. 
The plate changer is made with a tunnel 
which will admit an 8 x 10 cassette at a 
23° angle, over which is a celluloid cover 
allowing the admission of the cassette 
without disturbing the position of the 
patient. The device is also equipped with 
a lead cover 4 x 10 inches which protects 
one-half of the plate while the other half 
is being exposed, whereby the right and 
left mastoid may be made on a single 
pair of plates. This, of course, reduces 
the plate expense one-half; but the prin- 
cipal object is to be able to compare the 
right and left side while viewing the plates 
in a stereoscope, thus obviating the change 
of the roentgenograms. Diagram A illus- 
trates the position of the mastoid and tube. 
The mastoid which we wish to roentgeno- 
graph is placed in contact with the plate- 
holder at a 23° angle, while the tube 
remains parallel with the table, so casting 
the principal ray as to give practically an 
exact reproduction of the cells nearest the 
plate, while the opposite or upper mastoid 
is thrown out of the field of examination. 

Fig. 1 illustrates the head in position 
for exposure No. I, with the tube shifted 
114 inches from the center, tilted at a 5° 
angle, cassette No. 1 inserted, and the 
right half of the plate protected by lead. 
Exposure No. I gives the left eye stereo- 
roentgenogram of the left mastoid. Fig. 
2 is a repetition of Fig. 1, with the 


*Thesis presented with application for membership in THE AMERICAN ROENIGEN RAy SOCIETY, I9I8. 
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patient in the same position, plate-holder 
No. 1 removed, No. 2 inserted and the 
tube shifted 114 inches from the center 
and tilted at a 5° angle in the opposite 


iim < 
ILLUSTRATING HEAD IN POSITION FOR Ex- 
POSURE No. 1. LEFT MASTOID. 


Fic. 


I. 


direction. The second or right eye stereo- 
roentgenogram of exposure No. I is made. 
Fig. 3 shows the patient in position for 
the exposure of the right mastoid, which is 


Fic. 3. ILLUSTRATING HEAD IN POSITION FOR Ex- 
POSURE No. 1. RiGHtT MAsrToips, 


simply a repetition of the foregoing proce- 
dure for the exposure of the left mastoid. 


Each plate may be conveniently labeled 
right and left, and may also identify the 
patient by the use of lead letters and 
numbers which remain in position on the 


- 


Fic. 2. ILLUSTRATING HEAD IN POSITION FOR Ex- 
POSURE No. LEFT MASTOID. 


celluloid cover of the plate changer. These 
plates when developed are placed in the 
stereosccpe, the one having the right eye 


Fic. 4. ILLusTRATING HEAD IN POSITION FOR Ex- 
POSURE No, 2. RIGHT MAsTOID. 


image in the right light box of the stereo- 
scope, and the one having the left eye 
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image in the left box. With the glass 
side of the plate turned toward the mirror 
of the stereoscope, we view the mastoid 
from the inside of the skull, while with the 
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chiefly cloudiness and haziness of the cell 
spaces, due to the presence of fluid, pus 
or serum instead of air. The cell walls 
Slight 


are distinct. changes are to be 


Fic. 5. SHOWING LEFT MAsTOID IN SKULL 


No. 36 
OF THE LARGE PNEUMATIC TYPE 


film side of the plate toward the mirror, 
we view the mastoid from the outside of 
the skull. 

It is a well recognized fact that if a 
mastoid operation is necessary, the earlier 
it is done, the better the prognosis for a 
speedy recovery, with normal hearing in 
acute cases, and with less danger to the 
labyrinth and of brain infections in all 
cases. Stereoroentgenograms give us more 
or less positive information about the 
condition of the mastoid, and enable us 
to make an accurate diagnosis early. They 
also offer material advantages in the 
differential diagnosis of the involvement 
of the mastoid cells and postauricular 
edema. 

Slight, or First Degree Mastoiditis.—The 
changes noted in the roentgenogram are 


Fic. 6. PHOTOGRAPH SHOWING RIGHT MASTOID IN 
SKULL NO. 36, OF THE LARGE PNEUMATIC TYPE. 


noted around and just back of the antrum, 
and extending toward the tip. In severe, 


FIG. 7. ROENTGENOGRAM OF SKULL No, 36 SHOWN IN 


FiGs. 5 AND 6. 


or second degree mastoiditis, in addition 
to the cloudiness of the cell spaces, distinct 
changes in the bone structure are noted. 
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The cell walls now appear indistinct and one mastoid diploic, while the other is 
hazy, and may disappear entirely in places. somewhat pneumatic. In more than thre? 

The different types of mastoid are the hundred heads roentgenographed in the 
pneumatic and diploic. mastoid position, I have found only this 


Fic. 8. PHOTOGRAPH SHOWING LEFT MAsToID IN FIG. 9. 


PHOTOGRAPH SHOWING RIGHT MAstorp No, 
SKULL No. 44 OF THE LARGE PNEUMATIC TYPE, 


44 OF THE DrpLoic Tyre. 
MASTOID VARIATIONS one case varying from the rule of symmetry 

Doctor Beck presents a pair of roentgen- in size, outline, and cellular consistency of 
ograms in the ‘‘Atlas of Radiography’ both mastoids. Hakasa Hanasugi, in study- 
illustrating a very rare condition, 7.e., ing the topography of the mastoid in more 


Fic. 10. ROENTGENOGRAM OF SKULL No. 44 FiG. 11. No. 8268. Girt AGE 13. SAME TYPE 
SHOWN IN FIGs. 8 AND 9. AS ROENTGENOGRAM FIG. 10. 
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than 4000 sections of heads, has found 
a similar condition, although not definitely 
stating this fact. Heinrich Neumann of 
Vienna told me in a personal communica- 
tion that in all his experience in giving 
operative courses on the mastoid, he has 


Fic. 12. CASE 7576. FEMALE AGE 


AS ROENTGENOGRAM FIG, 10. 


invariably found both mastoids 
the same size and form. 


to be of 


This fact is significant for the reason 
that one may employ a roentgenogram of 
the normal side to determine the surgical 
topography of the affected mastoid process 
in the exenteration of the same. That this 


30. SAME TYPE 
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who has severe symptoms of labyrinthian 
irritation, such as vertigo, dizziness and 
unbearable ear and head noises, which 
could not be controlled by the measures 
usually employed. 

Figs. 5 and 6 are photographs of a 


CASE 6343. FEMALE AGE 22. 
AS ROENTGENOGRAM FIG. 10, 


FIG. 14. SAME TYPE 


skull (specimen No. 36) from the State 
University of Iowa Anatomical Labora- 
tory, showing large pneumatic type cells 
of the right and left sides. Fig. 7 is a 


Fic. 13. CASE No. 6025. FEMALE AGE 21. SAME 
TYPE AS ROENTGENOGRAM FIG. 10. 
condition existed in these two mastoid 


processes, I substantiated by operation. 
The patient was a woman 34 years old, 


FiG. 13. CASE 6025. FEMALE AGE 21. SAME TYPE 
AS ROENTGENOGRAM FIG, 10. 
roentgenogram of the same specimen 


(No. 36), illustrating a normal symmetrical 
mastoid. Figs. 8 and 9 are photographs of 
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specimen No. 44 of the same laboratory. 
Note Fig. 8, which shows the left mastoid 
to be of the large pneumatic cell type, 
and Fig. 9 which presents the diploic type, 
both sides being typical specimens. Fig. 


Fic. 15. Case 5534. Girt AGE 14. SHOWING 
ASYMMETRY IN CELLULAR CONSISTENCY. 


10 is a roentgenogram of specimen No. 44, 
typically illustrating the different types 
of cells in the same specimens. 

Figs. 11, 12, 13, 14 and 15 are plates 
showing cases varying from the rule of 
symmetry in size, outline, and cellular 
consistency of both mastoids. At the 
present time an investigation is being con- 


ducted in the University of Iowa ana- 
tomical laboratories of a large number of 
dried specimens and of all head dissections, 
to form a percentage report of the ana- 
tomical consistency of the mastoid. In 


Fic. 15. CASE 5534. GIRL AGE 14. SHOWING 
ASYMMETRY IN CELLULAR CONSISTENCY 


the roentgenological department we are 
making a similar study of all cases referred 
to the department. We hope to publish at 
an early date a more extensive and com- 
plete report of the investigations relative 
to the mastoid, which will consist of 
the anatomical roentgenograms and _ all 
mastoidectomies. 


AN ADAPTATION OF THE CROSSSECTIONAL ANATOMY 
TO LOCALIZATION AND A CASE IN ILLUSTRATION 


BY WILLIAM G. HERRMAN, A.M., M.D. 


(Late) Lieut. M.C., U. S. A. 
ASBURY PARK, N, J. 


MANY pages have been filled in the 
past few years describing various 
means for the localization of foreign 
bodies. Many have been most attractive 
theoretically, but practically some one 
or two of the simpler variations of triangu- 
lation were generally adopted by our war 
roentgenologists. This fact alone ought to 


be a deterrent to one attempting to write 
on localization. In addition, the end of the 
war and the lapse of time since the armis- 
tice, probably have greatly diminished 
whatever interest our roentgenologists, 
both at home and those returning, have 
held in different methods of localization. 
However, as a matter of record, it may 
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be of interest to describe a simple and 
accurate method of using a cross-sectional 
anatomy for anatomical localization as 
adopted by the Roentgenological Depart- 


Fic. 1. A, TRANSPARENT GRIDIRON; C, CHARTS 


ment of Mobile Hospital No. 39. In 
wounds of the chest and the abdomen 
our surgeons were particularly desirous 
of knowing the relationships of the foreign 


with surprising accuracy, but by noting 
the wound of entrance we could also give 
the probable course of the missile. This 
method with a fair amount of detail could 
be used on the more serious cases even 
in a push; but its greatest usefulness came 
in those cases which for surgical or mili- 
tary reasons were not operated upon imme- 
diately on entrance but were kept until 
the peak of the load was passed. Often- 
times these cases demanded delicate sur- 
gery, and their chances were in inverse 
proportion to the surgical traumatism they 
received. Herein the method described was 
of great service. Nothing new is claimed 
for this method; it is simply an adaptation 
of ene already well known. 

The cross-sectional anatomy supplied 
was compiled by Johnson Symington, 
M.D., F.R.C.S., F.R.S., Prof. of Anatomy 
at Queen’s University, Belfast. This anat- 
omy consists of twenty-five charts of 
horizontal sections and two sagittal re- 
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body to the different viscera, as well as 
the depth. By the system described below 
we could not only give them this data, often 


constructions of the neck, chest, abdomen 
and pelvis of a male subject, age fifty 
and weight approximately 150 pounds. 
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The horizontal plates are printed on heavy 
glazed paper pasted on cloth and are life 
size. They are contained in a case of card- 
board which can be tied to the wall. By 
the use of home-made tabs of cardboard 
and adhesive plaster, one tab to each chart, 
these twenty-five charts were socard-index- 
ed that they could be quickly separated 
from each other. An undeveloped film 
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thoracic down. By means of the spinous 
processes of the vertebre each chart can 
be located in reference to the living subject 
by posterior surface landmarks. However, 
in many cases it is more convenient to use 
anterior landmarks. Therefore a card was 
drawn up relating each chart to such 
surface landmarks as the sternoclavicular 
articulation, the ensiform, the line of the 


8” x 10’ was ruled off on the emulsion 
side with black ink into a_ gridiron 
composed of square centimeters. This film 


PLATE IA 


tenth rib, the level of the crests of the ilium, 
etc. (Fig. 3.) This was printed in black 
and red for easy reference and tacked to 


4th Cer. Vertebra Ib 6th Cer. Vertebra 
PLATE II 1” Above Sterno Clavicular Articulation 
PLATE III Level “ “ 
PLATE IV 1” Below “ “ 4“ 
PLATE V 2” Below “ “ 4“ 
PLATE VI 3” Above Base of Ensiform 
PLATE VII 2” Above * “ 
PLATE VIII 1” Above “4 “ 
PLATE IX Level “4 “ 
PLATE X 1” Below “4 “ 
PLATE XI 2” Below “ 
PLATE XII 2” Above _Line of 1oth Rib 
PLATE XIII 1” Above “ 
PLATE XIV Level “ “ “ “ 
PLATE XV 2” Above Level of Umbilicus 


PLATE XIV 


1” Above 


PLATE XVII Level Crest of — [lium-umbilicus 
PLATE XVIII 1” Below bi [lium 
PLATE XIX 2” Above Ant. Sup. Spine of Ilium 
PLATE XX Level _ Spine 
PLATE XXI 2” Above Symphysis Pubis 
PLATE XXII 1” Above 
PLATE XXIII Level of = = 
PLATE XXIV 1” Below 
PLATE XXV 1” Below Great Trochanter 
FIG. 3. 


was then ‘‘fixed’’ and a transparent film 
with black lines was the result. (Figs. 1. 
and 2.) The cross-section slabs of the body 
from which the charts were made were 
approximately one inch thick with the ex- 
ception of those of the neck. The first chart 
has two cross sections representing the 
neck from the third to the seventh cervical 
vertebre. Each succeeding chart represents 
a cross section of the body at the approxi- 
mate level of each vertebra from the first 


the wall. Each chart represented a level 
drawn either through one of these land- 
marks, or one or two inches above or be- 
low, as convenience dictated. The chart 
case with the charts in numerical order 
was hung on the wall of the scribe’s desk 
with the gridiron in front. (Fig. 1.) 

The roentgenologist first obtained his 
anterior skin mark and the depth beneath 
it in the usual manner. Following this he 
noted the relation of the skin mark to 
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the 


one of 
mentioned 


landmarks 
This relationship, by 
the use of the key mentioned above, gave 
him the chart of the section of the body 
that contained the foreign body he had 
found. Immediately he called out to the 
scribe the number of the chart desired 
with the word ‘‘right”’ or “‘left’’ according 
to the side of the body involved. The 
scribe quickly drew out the designated 
chart by its tab and laid it flat, placing 
over it the transparent film or gridiron 
with one edge on the median line of the 
cross section and one edge, at right angles 
to the last, just touching the anterior 
skin line of the section and the body 
of the film covering the side designated. 
(Fig. 2.) 

This can be much less time 
than it takes to read it. The roentgenologist 
then stepped to the scribe’s hooded booth 
which was lighted by a red light. This 
allowed reading the chart without dis- 
turbance of accommodation. Quickly run- 
ning his finger along the upper edge of 
the gridiron, the operator checked off a 
number of centimeters corresponding to 
the distance of the skin mark from the 
median line. Stopping here he ran down 
the black line beneath his finger until he 
had tallied the depth he had obtained 
by the fluoroscope. 


anterior surface 


above. 


done in 


Beneath his finger 
at this point was the anatomic location 
of the projectile. If he desired, he could 
do this also from a posterior or a lateral 
aspect. 

Patients vary in size, of course, but, 
in the experience of this department, 
military patients seldom vary in _ their 
anteroposterior diameter more than two 
centimeters over the dimensions of the 
charts. The sum of the anterior and pos- 
terior localizations or a pair of calipers 
will give this diameter. By deducting or 
adding the variance equally on the chart 
from, or to, the anterior and the posterior, 
a surprising accuracy in anatomical loca- 
tion could be obtained. In the majority 
of cases a glance at the patient would tell 
whether his variance from the charts would 
make any appreciable difference. 
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The writer apologizes for being unable 
to present more than one case in illustra- 
tion but fortunately this case is especially 
well adapted for use in explanation. 


CASE 528, H. C., private-—Was ad- 
mitted from a Field Hospital on the night 
of Sept. 12 at 9 P.M. The admission diag- 
nosis was as follows: “‘Severe gun-skot 
wound penetrating the right lung, wound 
of entrance posterior below the spine of 
the scapula near the posterior axillary 
fold.”” The condition of the patient, con- 
sidering the nature of the wound, was 
satisfactory and presented no unusual 
clinical data. 

Following his admission-bath and ex- 
amination he was carried to the x-ray 
department, The x-ray report was as 
follows: ‘In the right chest a foreign body 
5 x 8 mm. in size lying beneath the anterior 
skin-mark 13 cm. and beneath the posterior 
mark 6 cm. The foreign body moves with 
respiration and is in the right lung.” 

He was immediately operated on by 
Capt. A. M. Rowley, who did a debride- 
ment of the skin and the track of the bullet. 
The pleura was found perforated but was 
not at this time operated on, the wound 
being left open. The patient was carefully 
observed during the next few days to 
note the extent of the damage caused by 
the missile. Following partial recovery he 
developed a temperature with evening 
exacerbations rising to 103° and a physical 
examination showed signs of fluid accumu- 
lating in the pleural cavity. 

On Sept. 16 a bacterial and cytological 
report was negative from a pathological 
standpoint. 

On Sept. 17 a second x-ray examina- 
tion was made. At this time fluid was found 
surrounding the lung from the apex to the 
base; the lung was compressed on all sides 
toward the root. The foreign body was 
again observed lying in approximately 
the same position as on the primary 
examination. The surgeon decided to do 
a thoracotomy; and to facilitate the 
operation, the location of the foreign body 
was accurately determined in four ways: 
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first, by the usual anterior and posterior 
skin marks with their respective distances 
from the foreign body; second, by the use 
of stereoscopic plates; third, by the use of 
a cross-sectional anatomy; fourth, by 
the use of the profundimeter. 

The x-ray department desired to commit 
itself definitely on the question proposed 
by the surgeon as to whether the pro- 
jectile lay within the lung substance or 
in the pleural cavity or partly in both. 
On the first examination it apparently 
moved with the lung in respiration rather 
than with the ribs. At this time anterior 
and posterior skin-marks and the note on 
respiration were considered as giving an 
accurate localization of the projectile, and 
only the first method of localization was 
used, the data being obtained by the 26° 
34’ method. On the subsequent examina- 
tion the movement of the missile was not 
sufficient to locate it accurately in the 
lung tissue. This was due to the accumu- 
lation of fluid, the collapse of the lung and 
the shallow respirations of the patient. 
The results of all four methods tallied 
and consequently the exact anatomical 
report which follows could be given: 
“The foreign body rests against the lung 
at a point opposite the body of the sixth 
thoracic vertebra as indicated in the 
accompanying chart.’ Fig. 4. shows the 
foreign body and the pathology observed 
at the second x-ray examination. The 
chart (Fig. 2) appended gives the result 
of the cross-sectional localization and the 
cross lines obtained by the profundimeter 
showing the same result obtained in each 
case. A rough sketch was given to the 
surgeon before the operation showing the 
essential anatomy. Both this rough sketch 
and the more elaborate one accompanying 
this paper were obtained by laying tracing 
paper over a chart from the anatomy 
mentioned above. 

A word as to the profundimeter method 
used in this case is necessary. Due to the 
pain experienced by the patient at this 
time and to a desire not to move him 
more than was necessary, only two inter- 


secting lines were obtained from four skin 
marks, or two lines of sight under the 
fluoroscope instead of the usual three. 

On Sept. 19 the patient was again 
operated on by Capt. A. M. Rowley. 
“There was a resection of the sixth rib 
from the anterior to the posterior axillary 
line. The wound was enlarged by a Tuffier 
retractor. The lung was found collapsed 
and bound down by adhesions. Some 
pleuritic fluid was found. The eclat was 
located in the posterior border of the mid- 
dle lobe attached to the parietal pleura 
and removed, pleuritic adhesions were 


freed, the cavity wiped with ether gauze, 
the chest closed and the air aspirated. 
Patient left the table in good condition.” 
Following the operation the patient's 
temperature dropped. The pleural cavity 
was aspirated twice following the operation 
and the laboratory reports on this fluid 
were negative pathologically. On Oct. 2 
the patient was again x-rayed and the 
following report was made: ‘The right 
lung extends to the diaphragm near the 
heart but leaves the diaphragm above 
the costodiaphragmatic angle. The right 
lung is separated from the axillary border 
from the second to the sixth rib by a 
moderately dense shadow one inch wide. 
The base of the right lung is obscured by 
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a diffuse shadow, probably congestion. 
Interlobar bronchial markings of upper 
left lobe are heavier than normal.’’ Shortly 
after this the wound being nearly healed 
and the patient being in a good condition, 
he was evacuated. 

Several points in this case are of par- 
ticular interest both surgically and radio- 
graphically. The history of the case as 
given above deals entirely with the treat- 
ment given in the advanced area, and both 
the patient and the x-ray department were 
fortunate in being able to make three 
different examinations with plates on 
two occasions. These examinations covered 
the case from admission to evacuation, 
when the patient was well on the road to 
recovery. In the second place, this case 
contrasts the relative importance of the 
rarious data that the radiologist can give 
the. surgeon. The size and the probable 
damage caused by the projectile give the 
surgeon greater light on his task than a 
centimeter depth of the missile beneath 
some particular skin mark. This latter 
information is often considered the sum- 
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mum bonum to be derived from localiza- 
tion in war roentgenology. Thus the 
patient in this case was not immediately 
operated upon for removal of the pro- 
jectile, since the x-ray examination did 
not reveal a rapid hemorrhage or effusion 
and he had the benefit of an operation 
only after the extent of the damage was 
observed clinically and by x-ray. Third- 
ly, this case illustrates how an anatomical 
location can be given, without distress to, 
or unnecessary movement of, the patient, 
quickly and accurately by the use of a 
cross-sectional anatomy. Stereoscopic 
plates and the profundimeter were only 
used to back up this method to the satis- 
faction of the surgeon and for the sake of 
a later report. 

The writer desires in closing to say a 
word in tribute to Capt. James Squires, 
chief of the x-ray service in Mobile 
Hospital No. 39, for his unfailing kindly 
interest and advice at all times. His early 
departure for France and his untimely 
death from pneumonia after the armistice, 
are known to all. 


X-RAY EXAMINATION OF 


THE BONES OF THE FACE AND JAWS*+* 


HE following notes, which are based 
largely on the work of Cieszynski, are 
intended as a supplement to the chapter 
on this subject in the United States Army 
X-Ray Manual. This addition is the 
result of a conference between the senior 
consultant in maxillo-facial surgery and 
the senior consultant in roentgenology. 
Two methods are commonly employed 
in the roentgen ray examination of the 
jaws and teeth. One is the intraoral, by 
means of small films inserted into the 
mouth, limited almost entirely to the 
examination of individual teeth. The other 
is the extraoral method, which employs 
plates or larger films placed against the 
patient’s face or cheek so that broader 


* Published by authority 


areas of the bones of the face and jaws 
may be radiographed. 

The destructive injuries of the jaws 
which are of such importance in military 
surgery, require not only roentgen ray 
examinations for the demonstration of the 
actual injury, but also repeated examina- 
tions of the same patient for the study of 
the progress during the process of repair. 
For the best results of such comparative 
study it is essential that the roentgeno- 
grams should be taken in a definite and 
fixed position which can be duplicated with 
accuracy. The method to be described 
herein, if strictly adhered to, affords this 
desired accuracy, so that the same position 
can be reproduced on the same patient 
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during the ofttime long period of treat- 
ment by the same roentgenologist and by 
others. 

The position of the head and the inci- 
dence of the central ray may be so chosen 
that the desired portion of the jaw is not 
overlapped by the shadows of distant parts, 
e.g., occiput, spinal column, or by the cor- 
responding parts of the opposite jaw. 
There is only one definite direction which 
complies with these requirements. 

In exposures from behind forward (occi- 
pito-facial) the occipital shadow may be 
projected away from the region of the max- 
illary antrum by bending the head farther 
forward, i.e., by the apposition of the fore- 
head to the plate, in which case, however, 
the lower jaw will be situated at a greater 
distance from the plate (Fig. I, A). 

In lateral exposures of the jaw, the 
shadow of the horizontal portion of the 
opposite side, the corpus mandibule, will 
be projected upwards and out of the way 
by an incidence of the central ray from 
below upwards (Fig. 1, F). 

The vertical segment of the jaw will be 
projected to one side by rotating the head 
upon its vertical axis (oblique exposure). 

Empirically it was found that for in- 
dividual segments of the jaws the oblique 
exposures are the most appropriate, i.e., 
those in which the sagittal plane of the 
skull is aligned obliquely to the plate. 
The roentgenograms of the jaws thus ob- 
tained are bordered on one side by the 
ascending ramus of the opposite mandible, 
on the other side by the shadow of the 
spinal column (Fig. I, C, D, E), the de- 
sired area being shown with the least 
degree of distortion. 

Moreover, if in those cases the central 
ray be directed somewhat obliquely to the 
plate, even larger portions of the jaw will 
appear free from disturbing shadows. 

In order to obtain the exact length of 
the tooth and to differentiate clearly the 
individual lines appearing in the maxillary 
antrum, it is recommended to direct the 
rays from below at an angle of 70 degrees. 

To facilitate the determination of the 
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correct angle for these roentgenograms and 
the making of the series of such roentgeno- 
grams in the same position at intervals of 
weeks and months, the following aids have 
been prepared: (a) an orientation table of 
typical extra-oral roentgenograms of the 
jaw (Fig. 1), and (b) a diagram of the in- 
cidence of the central ray in these positions 
(Fig. 2). In Fig. 2 the diagram shows the 
direction of the central ray and the posi- 
tion of the plate when the oblique views 
are desired. These positions with relation 


to the horizontal plane of the head are 
indicated by similar broken or dotted lines. 

The diagram here given represents the 
right side. A similar diagram representing 
the left side may be reproduced by tracing 
the outlines on tissue paper or architects’ 
tracing cloth; this tracing is then reversed 
and the lines are reinforced. The diagram 
card is made by pasting the two sheets 
back to back upon a piece of stiff card- 
board, so that outlines of the diagrams will 
coincide. 

To use this card, place it on the vertex 
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of the patient’s skull with the sagittal line 
corresponding to the sagittal suture of the 
head, and the edge of the card parallel to 
Reid’s horizontal line. Select the angle of 
the central ray desired and adjust the tube 
to correspond by the aid of diagram (Fig. 2 
In the Orientation Table (Fig. 1) there 
are three columns of illustrations, each 
containing six typical drawings. The first 
column gives general views of the roent- 
genograms of the jaws that may be clin- 
ically required, i.e., the one which shows the 
requisite portion of the jaw on the roent- 


genogram without the overlapping shad- 
ows of the vertebral column or the opposite 
side of the jaw; thus the part in question is 
framed by the shadows which would 
otherwise obscure it. 

The required roentgenogram having 
been chosen, the drawing in the second 
column shows (1) the position in which the 
head should be placed with relation to the 
sagittal suture and to Reid’s horizontal 
line; (2) how the diagram should be placed 
to accomplish this, and (3) the position of 
the plate with regard to the table and the 
direction of the central ray. 

Finally, the corresponding sketch in the 


third column shows how the face must rest 
on the plate, whether with the forehead or 
the upper or the lower part of the face on 
it; also the angle at which the central ray 
must be directed from below upwards. 
This oblique incidence of the central ray— 
somewhat oblique from below as well as 
from the side—insures the advantageous 
general view of the roentgenogram and a 
correction of the length of the shadows of 
the teeth. 

In the oblique roentgenograms the cen- 
tral ray should fall at an angle of 70 


Rient 


degrees and in the lateral roentgenograms 
from below at an angle of 60 degrees. The 
Kelley-Koett tube holder has a scale witha 
pointer upon the arm. Each mark upon the 
scale represents a tilt of 10 degrees. The 
tube support also has a sector with marks 
representing a tilt of 5 degrees. In case 
such a tube holder is not available, one 
may make use of a T-Square of cardboard, 
fastening the long arm to the cross piece 
with a rivet—the shorter base arm marked 
with lines indicating angles of 90, 80, 70 
and 60 degrees. The edge of the long arm 
thus serves as a sighting line to secure 
the proper angle in tilting the tube holder. 

Before taking the roentgenograms, make 
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a line on each side of the patient’s face 
from the upper border of the external 
auditory meatus to the lower margin of the 
orbit, the Reid horizontal line. The posi- 
tion of the patient may be either prone or 
sitting, depending upon his physical condi- 
tion. However, the position of the head 
with reference to the place and the central 
ray must be identically the same in either 
case. The head is immobilized by a bandage 
weighted by small sandbags hung on the 
ends or held by K. K. head holders, then 
the roentgen ray tube is adjusted to secure 
the proper direction of the central ray 
upon the jaw. 

For general views of the ascending ramus 
of the jaw and in the fractures of the con- 
dyles of the jaw, the sagittal plane of the 
skull must lie parallel to the plate, and the 
patient’s neck must be extended as far as 
possible. For the symphysis the slightly 
lateral position as in ‘‘C’”’ may be chosen. 

To obtain a view of the antrum, the nose 
should be slightly, if at all, flattened, and 
the forehead and the lower part of the face 
must lie close to the plate, upon which the 
central ray must be directed vertically be- 
low the occipital protuberance. 

In the exposure from behind (forehead 
position), the upper part of the patient's 
face is close against the plate; in the chin 
position and in the third oblique position 
the lower part of the face is close against 
the plate; in the first and second oblique 
positions the margin of the lower jaw is 
about a finger’s breadth away from the 
plate; in the lateral position from above 
and below, the median plane is placed 
parallel to the plate. 


It is recommended that the Orientation 
Table (Fig. 1) be posted prominently in 
the laboratory for reference with regard to 
the desired exposure and position. 

For the more expert, the diagram alone 
will suffice for the choice of the exposure 
and its accomplishment. 


REVIEW OF STEPS 


Patient is either sitting or placed in the 
prone or lateral position upon the table, 
face or cheek upon the plate. 

The head is placed in the selected posi- 
tion by the aid of the diagram, which is 
placed on the vertex. 

Immobilize the head with bandage 
weighted with sandbags. 

The tube is tilted to the proper angle by 
the aid of the pasteboard triangle in two 
planes. 


RESUME 


Roentgenograms of fractures of the jaws, 
to afford the greatest assistance to the sur- 
geon, should not only demonstrate the 
bony injury to the best advantage, but 
should also be capable of exact reproduc- 
tion during the process of repair. 

An accurate and uniform method em- 
ployed by all roentgenologists will insure 
accurate and uniform results. 

The employment of the diagrams just 
described in determining the position of 
the patient and of the tube, affords a means 
of achieving accurate and uniform roent- 


genograms. 
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SARATOGA SPRINGS 


ARATOGA SPRINGS, a city of 15,000 

population, is situated 39 miles north 

of Albany on the main line of the Delaware 
& Hudson R. R. 

It is approachable from Albany by the 
above route and also by the Hudson Valley 
Trolley, which latter line also communi- 
cates by way of Schenectady, a distance of 
22 miles; from Boston and the east by the 
Boston & Albany R. R. to Albany and 
thence north by the above line or direct to 
Saratoga Springs by the Boston & Maine 
R. R.; from Montreal direct by the Grand 
Trunk and the Delaware & Hudson R. R.; 
from the west by the New York Central to 
Albany. 

The city can also be reached from every 
direction by fine macadam roads running 
through a most delightful scenic country. 
The distance from Saratoga to New York 
is 182 miles; to Albany, 39 miles; Troy, 32 
miles; Schenectady, 22 miles; Glens Falls, 
22 miles; Lake Luzerne, 22 miles (elevation 
635 feet); Lake George, 31 miles (elevation 
331 feet); Lake Champlain, 39 miles (ele- 
vation 99 feet); Boston, 225 miles; Roches- 
ter, 225 miles. 

The hotel accommodations are adequate 
and excellent. The headquarters of the 
convention will be at the Grand Union, 
which is centrally located, overlooking the 
beautiful city park where the Casino is 
situated in which the sessions and exhibits 
will be held. 

Underlying this region, hundreds, and 
in some cases thousands, of feet below the 
surface, are great deposits of minerals. 
Pure waters trickling through these strata 
combine under infinite heat and pressure 
to form the mineral waters which have 
made Saratoga famous. Here Father Jogues 
was brought by his Mohawk captors in 
1643, to be restored and refreshed by the 
“Medicine Waters of the Great Spirit.’’ 
To this point, borne on a litter, sick unto 
death, Sir William Johnson was carried 
by the Indians from the valley of the 


Mohawk, to be nursed back to life at this 
great Indian healing place;and here, ever 
since, men have come from the ends of 
the earth to receive the benefit of Nature’s 
largesse. 

Saratoga is a city of beautiful streets, 
wide, elegant shaded drives, and of mag- 
nificent residences and beautiful modest 
homes. Lying under the foothills of the 
Adirondacks, its air is tonic and invigorat- 
ing, charged with the odor of pine trees, and 
full of the freshness of the mountains. 


THE STATE RESERVATION 


On the high, dry Saratoga plateau, 
bordering the foothills of the Adirondack 
Mountains, the State of New York has 
established a reservation about mineral 
springs which from the earliest times have 
been recognized as yielding the finest 
mineral waters on the American continent. 
The State Reservation at Saratoga Springs 
is the property of the State of New York, 
having been established in 1909, and is 
maintained and operated by the State 
Conservation Commission under an ad- 
ministrative policy in complete accord 
with the dignity and position of the Empire 
State. 

Approximately 450 acres of land are 
included within the Reservation. Upon 
this property are 122 natural springs and 
wells, including practically every naturally 
mineralized and naturally carbonated 
water in the Saratoga region. 

The purpose of the State in assuming 
control over the Saratoga Springs was to 
stop their commercial exploitation for 
carbon dioxide gas and to insure the con- 
tinuous flow of the water. 

In the three parks upon the State 
Reservation, Geyser Park, High Rock Park 
and Lincoln Park, and in Congress Park, 
which is the property of the City of Sara- 
toga, much careful thought and large sums 
of money have been expended. Congress 
Park must take high rank among highly 
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developed city parks. Its treatment is 
formal, whereas that of Geyser, the largest 
of the Reservation parks, is entirely natu- 
ralistic. In the development of Geyser Park 
every effort has been made to retain the 
wild, sylvan atmosphere that constitutes 
its chief charm. 

At three different places upon the State 
Reservation, bath houses are conducted 
for administering various courses of treat- 
ment. They are run in accordance with the 
highest standards of the medical profession 
and many of the baths are given only under 
physicians’ prescriptions. They are equip- 
ped to give all of the well recognized baths 
and hydrotherapeutic treatments, includ- 
ing Turkish baths and Russian baths, hot 
air and electric light baths, packs, douches 
and sprays, as well as salt rubs, alcohol 
rubs and massage. Neurovascular training 
is also available under thoroughly compe- 
tent supervision. 

The most important baths, however, are 
those given with mineral waters carrying a 
high supersaturation of carbon dioxide 
gas. It is these effervescing baths that are 
so effective in diseases of the heart and cir- 
culation. 

At the Lincoln bath house in Lincoln 
Park are two large, out-door fresh-water 
swimming pools which are among the most 
popular features of the Reservation during 
the summer months. 

The Saratoga Bath House, in the center 
of the city, where it is immediately accessi- 
ble to all hotels and boarding-houses, is 
operated throughout the year, and every 
treatment may be obtained here. The 
High Rock Bath is operated only during 
the height of the summer season. The 
Lincoln bath house is operated all summer 
and as late into the fall as the demand for 
it continues. 


HISTORIC AND SCENIC TOURS 


Historic tours from Saratoga, following 
the lines of motor travel, cover a country 
which ‘‘has been the great strategic point 
in all the wars waged for the control of 
this continent.” 


Saratoga Springs’ 


In earliest colonial history the French 
from their settlements in Canada and the 
English from the Colonies contended for 
supremacy along the wonderful water route 
provided by the Hudson River, Lake 
George and Lake Champlain. Up and down 
this waterway swept marauding bands of 
Indians and rangers, and 
armies. 

Again, in the Revolutionary War, the 
plan of the British for the conquest of the 
colonies provided for a drive south from 
Montreal by General Burgoyne, with a 
simultaneous drive up the Hudson from 
New York by Clinton. If they could have 
met in Albany, the Colonies would have 
been severed in half and the whole course 
of history upon the American continent 
might have been changed. Burgoyne, how- 
ever, surrendered to General Gates at Old 
Saratoga, now known as Schuylerville. 

The battle monument at Old Saratoga, 
standing upon an elevation at Schuyler- 
ville, twelve miles east of modern Saratoga. 
is the first point of interest for tourists, 
The route eastward follows just south of 
the course of a road cut by General Philip 
Schuyler in 1783 from near the site of the 
battle monument to the High Rock Spring. 
It was a mere wilderness trail, but never- 
theless opened the way. At that time one 
went to Saratoga (now Schuylerville) to 
reach certain wonderful, but then nameless, 
springs. In time the springs absorbed the 
name of their nearest point of reference, 
while Old Saratoga became Schuylerville, 
after its founder. 

Formerly the battle monument was 
almost the limit of one day’s ride from 
Saratoga with horses and carriages. Now 
one may turn north up the river, passing in 
succession Fort Miller, Fort Edward, 
Half Way Brook in Glens Falls, Bloody 
Pond and Fort Gage near Lake George, 
finally reaching Fort William Henry on 
Lake George, which was the focus of much 
of the northern warfare. The 


continental 


return 


through Luzerne, Hadley, and Corinth 
to Saratoga passes along no historic coun- 
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try, but one which in its scenic beauty is trip, with the stops at all points of interest, 
nevertheless equally satisfying. The whole makes but a day’s run. 
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More extended journeys will include 
Lake George and Lake Champlain, by 
motor or steamer, or both. “By the In- 
dians Lake George was called An-di-a-ta- 
roc-te, There-Where-The-Lake-Is-Shut-In, 
in reference to its mountain-bordered 
shores. The fact that its thirty-two miles 
of smiling loveliness formed an important 
section of the great waterway between 
the English possessions on the south and 
the French on the north, explains the 
sanguinary events that took place in its 
vicinity during the French and Indian 
War. Every mile of its mountainsides has 
echoed the merciless whoop of savages, 
and over its cool bosom glittering armies 
have passed, to return crushed by defeat 
or flushed with victory. To-day its proces- 
sion of vacationists far outnumber the 
armies of the past.” 

In Lake George the State of New York 
owns seventy islands, constituting a part 
of the Forest Preserve under the jurisdic- 
tion of the Conservation Commission. 

Lake Champlain is the largest body of 
fresh water in the United States aside 
from the Great Lakes and Lake Okeecho- 
bee in Florida. It is also one of the most 
beautiful; and the combined steamer route 
through Lake George and Lake Champlain 
makes one of the most attractive tours 
from Saratoga. 

If one follows the path of the Great 
Carrying Place, from Fort Edward to Fort 
Ann on Wood Creek, near the southern end 
of Lake Champlain, he will traverse in a 
few minutes the eleven miles of portage 
that turned back many an expedition 
planned to settle the destinies of America. 
On Lake Champlain are the old forts, 
Ticonderoga and Crown Point, which have 
played such a prominent part in American 
history. They are now preserved for 
visitors, the one at Crown Point being the 
property of the State. 

Schenectady is but a few miles from 
Saratoga and one of the afternoon sessions 
will be held in the Research Laboratory 
of the General Electric Company. 

Schenectady is intimately connected 


with the early railroad history of America. 
In 1848 the first locomotive works were 
started here. The first railroad line in 
America extended from Schenectady to 
Albany and was put in operation in 1831. 
The second extended from Schenectady 
to Saratoga and was finished in 1832, 
while the third line connected Schenectady 
with Utica and was finished about 1835. 

It is also of considerable interest to note 
that the engine and turret machinery of 
the “Monitor” of ‘Monitor and Merri- 
mac”’ fame, were also made in this city. 

South from Saratoga, through Ballston 
to Schenectady, we may run over the route 
that was so painfully traveled in 1767 
by Sir William Johnson upon his litter. 
Seventy-seven years before, in 1690, the 
French and Indians from Canada had 
swept over it in the deep snows of February 
to massacre the sleeping inhabitants of 
Schenectady. From Schenectady it is but 
a short fifteen miles over the ‘gun barrel 
road,”’ straight as the barrel of a gun, to 
the Capitol at Albany. The return journey 
up the historic highway of the Hudson 
will pass the site of fort after fort erected 
in colonial times to give armies and supply 
trains safe passage. 

Westward up the Mohawk Valley, with- 
in easy motor run of Saratoga, is all 
historic country of central New York. 
Here were located the Iroquois villages, 
whose aboriginal inhabitants pitched their 
summer lodges about High Rock spring 
or encamped upon the shores of Saratoga 
Lake, which teemed with fish. Here on the 
Mohawk near Amsterdam were the head- 
quarters of General Sir William Johnson, 
first visitor to the springs, and through 
the valleys were forts which marked early 
efforts to subdue the wilderness of central 
New York and ward off the French. 

Touching Saratoga on the north and 
west, and reaching even to Canada and the 
St. Lawrence, is the State’s great vacation 
ground—the Adirondack Mountains. Much 
of it is actually State owned and all of it 
is under protection by the forest rangers 
of the Conservation Commission. It is 
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made immediately accessible to motorists 
by State roads and a network of delightful 
dirt roads leading into the byways of the 
mountains. 

Among the most traveled routes ® that 
from Saratoga through Corinth, Luzerne, 
Lake George, Chestertown, and North 
Creek to Long Lake, all the way over a 
macadamized State road arid amid moun- 
tain scenery that is unsurpassed in the east. 
A return may be made by dirt roads 
through Blue Mountain Lake and Indian 
Lake to North Creek, or down a back road 
that is somewhat primitive, though regu- 
larly traveled even by large cars, to Lake 
Pleasant and Northville and thence by a 
variety of routes to Saratoga. 

Northward again one may follow State 
roads to Chestertown, Schroon Lake and 
Elizabethtown. There one route diverges 
to Plattsburgh and the North, and another 
swings westerly to Keene Valley, Saranac 
Lake and Paul Smiths. A complete circuit 
may be made around the Adirondacks 
through Potsdam, Gouverneur, Carthage, 
Lowville and Utica, and thus back to 
Saratoga. The ramifications are infinite 
and every turn yields fresh scenes and new 
surprises. 

The city itself has miles of beautiful 
shaded drives. It lies upon the great 
Quebec, Montreal and Washington road. 
Macadam highways radiate from it in every 
direction. It is within easy reach (a few 
hours’ drive) of the Berkshires, of the Green 
Mountains, of Lake George and the Adiron- 
dacks, and thousands of people from every 
State in the Union will find it an attractive 
stopping place from which to make these 
little tours over roads unsurpassed in the 
country. Saratoga is the center of so many 
attractions that no one need lack for enter- 
tainment. It is a city of magnificent shops 
and bazars, the home of some of the most 
modern manufacturing plants in the world, 


and withal it is so quiet and restful that, 


the tired person seeking rest and recrea- 
tion will not be disturbed within its limits. 

Here, too, is a forest nursery established 
by the State of New York, where hundreds 
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of thousands of forest trees are grown from 
the seed and shipped to the different parks 
for the reforestation of the woods and 
mountains of New York. This nursery is a 
source of instruction, inspiration and ad- 
miration to a large number of visitors every 
year. Smaller parks have been laid out and 
planted with forest and other trees covering 
many acres of land in the outskirts of the 
city, and are growing to be attractions of 
this great city of health. 

Drive out South Broadway to the Lin- 
coln Bath House, then straight on south 
to the Soft Sweet Spring. After seeing these 
grounds turn to the left into the Geyser 
Park, which contains 250 acres. In and 
around this park are beautiful drives, 
beautifully shaded, and here are the 
famous spouting springs, the Hathorn 
Nos. I and 2, the Coesa, Orenda and 
many others. 

After seeing this park, drive out the west 
side to Ballston Avenue, up Ballston Ave- 
nue toward Saratoga, going past the State 
Nurseries, Vichy and Arondack Springs 
back to Broadway; turn to the right on 
Circular Street, then to the right to Union 
Avenue, out Union Avenue to “ Yaddo,”’ 
the beautiful house and park of the late 
Spencer Trask; then back to Union Avenue 
to the beautiful Saratoga Lake, if desired, 
back along Union Avenue to Circular 
Street, through Circular Street to Lake 
Avenue, turning to the left on Lake Avenue 
to Broadway, turning to the right up Broad- 
way to Woodlawn Park, turning around 
and coming back to First Street, turning 
to the right to Clinton Street, turning to 
the right to see ‘‘Inniscarra,’’ the beautiful 
summer home of Chauncey Olcott, then 
back to Broadway and the point of de- 
parture. 


HISTORIC SCHUYLERVILLE 


At the southern limits of Schuylerville, 
on the bank of Fish Creek, stands the fa- 
mous country house of General Philip 
Schuyler, a place of unfailing interest to 
the historian and traveller, not only on 
account of the scenes which have been 
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enacted near it, but also on account of the 
noble character so intimately associated 
with it. 

The chain of title is not without interest. 
In 1683 certain Mohawk Sachems con- 
veyed the old Saratoga hunting ground to 
Cornelius Van Dyk, Jan Jansen Bleecker, 
Peter Philippsen Schuyler and Johanness 
Wendell; a quit-claim was also secured 
from a remnant of the Mohicans of any 
rights they might have in the lands. 
Thereupon Governor Dongan issued a 
patent for these lands to said grantees and 
their associates, Dyrick Wessell, David 
Schuyler and Robert Livingstone. Next 
year these owners met and divided the 
lands into seven pareels, for which they 
cast lots. Lot No. 5, all the land west of 
the Hudson and north of Fish Creek, on 
which Schuylerville now stands, was drawn 
by Robert Livingstone. Lot No. 4, south of 
Fish Creek and west of the Hudson, fell 
to Johannes Wendell, who by his will in 
1691 devised it to his son, Abraham 
Wendell. In 1702, Abraham sold it to 
Johannes Schuyler, who built the old brick 
mansion and several mills, and otherwise 
developed and improved the property. 
His sons, Philip and John, Jr., succeeded 
him in the ownership of this property, and 
Philip, uncle of General Philip Schuyler, 
resided in this mansion until he was slain 
in the massacre of 1745. His nephew, 
General Philip Schuyler, of Revolutionary 
fame, inherited it, and on his death in 
1804 it fell to his brother, John, and from 
John to his son, Philip, nephew of the 
General. Philip’s representatives conveyed 
it to Colonel George Strover, whose heirs 
now own the place, and whose daughter, 
Mrs. John H. Lowber, resides on it. 

When Burgoyne reached here on his 
retreat from Bemis Heights he took posses- 
sion of the old mansion for his head- 
quarters; and while the storm beat without 
and his hungry soldiers, wearied with 
marching, lay down to sleep in wet gar- 
ments upon the sodden ground, the house 
gleamed with lights and rang with merri- 
ment and clinking glasses. The commander, 
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with his mistress and some boon compan- 
ions, spent the night in merrymaking, 
drinking and carousing; squandering the 
precious hours in which he should have 
been “preparing his troops for flight, or 
taking precautions for defense. On October 
II, 1777, the old brick house was burned 
by Burgoyne’s orders upon the plea that 
“he was afraid the American forces would 
make some move under cover of the house.”’ 

The present house was built by order 
of General Gates within a few days after 
the surrender. Excavations made within 
a year or two have brought to light the 
cellar walls of the old mansion; and many 
relics, such as knives, shears and other 
articles, were found in the ruins. The old 
house stood a little east of the present one. 
The present house is practically unchanged 
in appearance since it was built and is 
of ample proportions. Many interesting 
relics are there preserved and shown to 
visitors with great courtesy, notwithstand- 
ing the pilfering of valuable articles hereto- 
fore. 

Among them are a sword carried at the 
battle of Bennington by an aide of General 
Stark, with a sword, musket and cartridge 
box carried in the Revolution by John 
Strover, father of Colonel George Strover. 
A teacup is shown, from which it is said 
General Washington drank during a visit 
to General Schuyler; the saucer and a 
plate from the same beautiful china service 
were taken by some vandal visitor. A 
string of curious beads unearthed from 
the cellar of the old mansion, knee and 
shoe buckles, grubbing hooks, shells, grape, 
an old milk strainer 30 inches in diameter 
made out of a knot of wood in the year 
1710; a bread bowl three feet in circum- 
ference, date 1710, also made out of a 
knot of wood; a blue-colored milk bowl 
out of which the great-grandfather ate 
his bread and milk when a boy; a black 
lace veil, embroidered by hand, over 100 
years old; several gold rings 150 years 
old; a glass bell knob, from the house of 
Benedict Arnold; a copper coin with 
“Vora Cesaria, 1787,’ on one side, and 
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on the other an escutcheon and motto, 
“E Pluribus Unum.” 

Then there are a miscellaneous assort- 
ment of Indian tomahawks in 
stone arrowheads, a large eight-inch shell, 
an iron weed-axe, an iron wedge, a petrified 
honeycomb, a string of brass beads dug 
from an Indian squaw’s grave, silver shoe- 
and knee-buckles, a bolt from the burned 
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door of General Schuyler’s old home, an 
iron pulley from the old mill, an old- 
fashioned door knocker, an old bedstead 
with dimity curtains and valances, a 
brass andiron and tongs, a hickory chair 
Over 100 years old, etc. 

A letter addressed from General Schuyler 
to John Hancock, President of the Conti- 
nental Congress, dated October 16, 1776, 
and written from Saratoga, asking ‘“‘that 
provisions be sent at once,” is also shown. 


store; 
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So is a remarkable letter, written by one 
E. Mattoon, Esq., of Amherst, Mass. 
This Mattoon was an officer in the Ameri- 
can Army. He writes to Philip Schuyler 
that ‘‘General Gates never would have 
‘aptured Burgoyne had he not followed 
the plans of General Schuyler and taken 
his advice.” 

Conspicuous among the bold bands of 
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Tories who infested the Hudson Valley 
during the Revolution was Thomas Love- 
lace, a man of great courage, size and ener- 
gy, and one much feared among the 
patriots. In company with four compan- 
ions, he was surprised one morning by 
three yeomen while lying by the camp-fire 
in a forest retreat. He was bound and taken 
to the barracks on or near the present site 
of Schuylerville for trial by court-martial. 
He was convicted as a spy and hanged a 
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few rods south of the Schuyler Mansion, 
and buried in a standing posture. Some 
years ago, in digging gravel, the remains 
were found near the oak stump at the spot 
indicated to Colonel Strover by his father 
(who was present at the execution) as the 
burial place. The skull is shown at the 
mansion, almost as sound as when buried. 
Sad end of a brave man! His bones have 
been parted by strangers, and even his 
teeth stolen from their sockets by curious 
gazers. 


THE SARATOGA MONUMENT 


This splendid and imposing structure has 
been pronounced by competent judges 
one of the finest, if not, indeed, the finest, 
of its kind in the world. It was erected 
by the “Saratoga Monument Association,”’ 
a corporation created for that purpose, 
under a perpetual charter from the State 
of New York. The object of its promoters 
was the preservation in granite, of statuary 
and allegorical pictures of the Nation’s 
greatest crisis. The Association was formed 
in 1859, but comparatively little was 
accomplished until about 1875, since which 
time designs have been perfected, land 
secured and the shaft erected and embel- 
lished and grounds improved. 

The base is forty feet square, of light 
granite, neatly axed, and the shaft of 
dark granite, rough hewn. Over the en- 
trances on each side gables rise to a height 
of nearly forty feet, resting at their bases 
at each corner of the structure upon 
granite eagles, with folded wings, measur- 
ing seven feet across the back. The cornices 
of all the doors and windows rest upon 
polished granite columns with carved capi- 
tals. Over each entrance within the gable 
is a niche reserved for statuary. In three 
of these, seven-foot bronze statues are 
placed; General Schuyler, looking east; 
General Morgan, looking west; General 
Gates, facing north. The fourth niche, 
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facing to the field of his most brilliant 
deeds, which would have done honor to 
Arnold, had he met death upon the field, 
is and will stand a perpetual declaration 
that treachery can never be forgiven in a 
General of the United States. The first 
two stories are adorned with tablets and 
historical pictures cast in bronze, alto- 
relievo, representing the Continental citi- 
zens and soldiers, the progress of the 
campaign, and the principal characters of 
the period. 

On the lower floor, to the left as one 
enters, is presented the first bronze rélief. 
In the granite block or slab beneath it is 
cut the following: “George III and his 
ministers devising methods for enforcing 
the unjust taxation of the American 
Colonists.” 


SANITARIA 


Several sanitaria have been established 
in Saratoga under the care and direction of 
physicians who have made a life study of 
hydro-therapeutics, as well as a modern 
well appointed hospital. 

There is also a high-class race course 
with stabling for 2,000 horses, golf links, 
polo field and public tennis courts. There 
are several sylvan public and private 
parks. Saratoga Lake, three miles east, 
is reached by trolley. 

Mt. McGregor, where General Grant 
spent his last days, now the site of a 
costly Insurance Company sanitarium 
(1,000 feet elevation), is six miles north. 

Saratoga maintains an efficient and com- 
plete public school system which stands 
among the first in the state. 

There are several private institutions 
of learning. The Skidmore School of Arts, 
aneducational institution for young women, 
covers nearly two squares, and its equip- 
ment and facilities are among the best. 
St. Faiths School for girls is a growing 
and live institution. 
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Sir WILLIAM CROOKES 
1832-1919 


The recent death of Sir William Crookes 
calls to mind many activities associated 
with his name. His numerous and varied 
achievements would occupy much space 
to record even in title, and produce a pro- 
found impression. One feels instantly the 
respect due to a life of unusually long and 
fruitful service. Born in 1832, his scientific 
career proper began in 1851; by 1857 he 
had published important contributions in 
chemistry, and in 1861 announced the 
discovery of the element thallium by the 
new spectroscope method. Probably few 


Boston, Mass. 


people think of Crookes as the discoverer 
of a new element, although thallium, its 
properties and compounds, received much 
of his attention for many years. 

His studies of various phenomena in 
rarefied gases have been the starting point 
of much modern research. One has only to 
mention the Crookes radiometer and 
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Crookes tubes to indicate how close was 
his work of the 70’s to that of to-day. 
With such discoveries and so great success 
many men would have been content, but 
Crookes was still active on the problems 
of the constitution of matter, showing by 
his publications that he was not far from 
what we call the modern point of view. 

In this connection it is particularly 
interesting at this time to read of the con- 
troversy between Crookes and certain 
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investigators of the continent, led by 
Goldstein, Hittorf and Pflicker. Crookes 
held that the cathode stream was actually 
matter in motion across the tube, while his 
opponents supported the view that it was 
a wave motion. Researches since 1895 have 
shown that while the particles were much 
smaller than molecules, as Crookes sup- 
posed them to be, nevertheless his general 
idea was quite in accord with the electron 
theory. 

The discovery of radium must have de- 
lighted him immensely, and his experi- 
ments in radioactivity have been very 
valuable. The spinthariscope has served to 
show to thousands the effect of radioactive 
material, and yet it is much more than a 
popular curiosity, and has given important 
service in many researches. 

His last great contribution dealt with 
the making of a suitable kind of glass to 
protect the eyes of workmen or others 
who were subjected to powerful artificial 
sources of light, and since 1914 Crookes’ 
glass has been doing much to remedy un- 
natural conditions. 

This does not by any means give all of 
his important work, but will serve in a 
measure to show his prolonged and success- 
ful endeavor. As a further emphasis of this 
point one may note the dates of the awards 
of the Royal Society, which gave him the 
Royal Medal in 1875, the Davy’ Medal in 
1888, and the Copley Medal in I904. 
What more could be needed to prove that 
at least occasionally there arises a man who 
can maintain preeminence by continued 
effort. 

In another respect as well, Sir William 
Crookes commands great admiration. In 
days when specialization, often quite nar- 
row, is the order, ability in more than one 
field attracts attention. Modern education 
seems to aim to fit men for particular lines 
of work, one for each man. Science, at 
least, suffers for the lack of men who can 
command in a broad field. 

It,is,{then, almost with awe that one 
notes that the record already cited is 


quite incomplete, and that without ex- 
hausting the list he may select such further 
activities as these: Sir William was trained 
as a chemist; in 1859, established, and, 
until his death, edited the Chemical News; 
wrote several text-books; was an authority 
on precious stones and made diamonds 
artificially; as president of the British 
Association gave in 1899 a remarkable 
address on the world’s food supply, advo- 
cating the need of the solution of the 
problem of fixing nitrogen; was interested 
in psychic phenomena, and not only made 
investigations of many, but published a 
book on spiritualism; was for years chair- 
man of the Notting Hill Electric Light 
Company; received many prizes and med- 
als in addition to those already mentioned; 
was knighted in 1897; received in 1910 the 
award of the Order of Merit. 

Sir William belongs in a comparatively 
small group of distinguished men who 
should be termed not chemists or phy- 
sicists, but scientists, or even better, and 
in a real sense, natural philosophers. His 
own statement made in his lecture on Radi- 
ant Matter shows the extent of his insight 
and imagination: 

“We have actually touched the border- 
land where Matter and Force seem to 
merge into one another, the shadowy 
realm between the Known and the Un- 
known, which for me has had peculiar 
temptations. I venture to think that the 
greatest scientific problems of the future 
will find their solution in this borderland, 
and even beyond; here, it seems to me, lie 
ultimate realities, subtle, far-reaching, 
wonderful.” 

H. W. FARWELL. 


NOTICE TO TEACHERS OF ROENTGENOLOGY 


The Editor receives numerous requests 
from prospective students for information 
concerning courses in roentgenology. If 
those who wish to teach will please com- 
municate with the Editor, prospective 
students will be referred to them. 
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ANNUAL MEETING 


The Twentieth Annual Meeting of THE 
AMERICAN ROENTGEN RAY SOCIETY will be 
held in Saratoga Springs, September 3rd, 
4th, 5th, and 6th. As this is the first post- 
war meeting of the Society, it doubtless 
will be well attended and the following 
list of papers promised indicate that the 
scientific side-of the meeting is being well 
provided for. 

The list of those who have promised to 
contribute papers is as follows: Drs. 
Ashbury, Ball, Beck, Boggs, Borzell, Bow- 
man, Carman, Case, A. M. Cole, Coolidge, 
Dunham, Gerber, Gray, Groover and 
Christie, Hickey, Holmes, Hubeny, John- 
ston, LeWald, Manges, Moore, Murphy, 
Pancoast, Pfahler, Stewart, W. H., Van 
Zwaluwenburg, Walton, Waters, Wilson, 
and Dr. W. T. Bovie of the Harvard Can- 
cer Commission. 

Some of these papers will be read by 
title, but all will appear in the JOURNAL. 
The program will present unusual variety 
and interest. 

Saratoga is admirably situated and is 
easy of access from any part of the country. 
On page 399 will be found a description 
of the meeting place. 

Motor road maps and details may be 
had on application to Dr. Earl H. King, 
Chairman of the Local Committee of 
Arrangements, Saratoga Springs, New 
York, or from THE AMERICAN JOURNAL OF 
ROENTGENOLOGY. 

The Local Committee, consisting of: 

Dr. Earl H. King, Saratoga Springs, 

Chairman. 

Dr. J. M. Berry, Albany. 

Dr. T. J. Hull, Troy. 

Dr. A. J. Marsh, Troy. 

Dr. Edgar Birdsall, Glens Falls. 

Dr. Chas. G. McMullen, Schenectady. 

Dr. J. A. Herring, Schenectady. 

Dr. T. J. Goodfellow, Saratoga Springs. 

Dr. H. L. Loop, Saratoga Springs. 

Dr. F. J. Ressequie, Saratoga Springs. 

Dr. G. S. Towne, Saratoga Springs. 
is doing everything for the comfort and 
convenience of members and guests. 
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The outline of the program is as follows: 
Wednesday: Morning and afternoon ses- 
sions, with lantern slides in 
the evening at the Casino. 
Business session and possibly 
two papers in the morning at 
the Casino. 

Afternoon at Schenectady. 
Evening, a few papers with 
some entertainment after. 
Morning session at the Casino; 
Afternoon at Mt. McGregor 
(not yet fully arranged); 
Evening, Dinner. 

Saturday: Morning sessionat the Casino. 

A detailed program will be sent in ad- 
vance of the meeting to members of the 
Society and to all others who apply for 
same to THE AMERICAN JOURNAL OF 
ROENTGENOLOGY. 

THE AMERICAN JOURNAL OF ROENT- 
GENOLOGY takes this opportunity to wel- 
come home roentgenologists from the 
service, and to wish President Bowen and 
the Society every success. 

For general information about the meet- 
ing and program, address Dr. David R. 
Bowen, 235 South 15th Street, Philadel- 
phia, Pennsylvania. 

For information regarding the plate 
exhibit, address Dr. Thurmon A. Hull, 
505 Broadway, Troy, N. Y. 

For information regarding the com- 
mercial exhibit, address Paul B. Hoeber, 
67-69-71 East 59th Street, New York City. 


Thursday: 


Friday: 


PUBLICATION OF PAPERS READ AT THE 
RADIUM SOCIETY MEETING 


The use of radium has become so inter- 

oven with that of roentgen rays in the 
treatment of malignancy and other condi- 
tions that many roentgenologists who are 
doing general therapeutic work have found 
it essential to possess more or less radium. 
It is true that either agent may be a sub- 
stitute for the other in many instances, 
but one who treats a large number and 
variety of cases finds that radium has its 
distinct indications, the roentgen rays have 
theirs, and in a large number of instances 
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both can be employed advantageously 
together, whereas either alone would prob- 
ably fail. 

The roentgen therapist must be familiar 
with the indications and the advantages 
of radium, and it is important that he be 
able to employ it when its use is desirable 
or imperative. Naturally he should as 
thoroughly understand the technic of its 
use as he does that of the roentgen rays. 
It might be well to add that the reverse 
is true as to the radium therapist being 
familiar with the indications and advan- 
tages of the use of the roentgen rays. 

The programs of our annual meetings 
have always been crowded with papers 
on roentgen diagnosis and treatment, and 
the admission of papers on radium therapy 
has been in a measure tabooed, probably 
with the exercise of good judgment, except 
in rare instances in which the use of radium 


has been discussed in connection with 


roentgen therapy or the two agents have 
been compared. This custom will doubtless 
have to continue. In order that our mem- 
bers may be kept in touch with the ad- 
vances made in radium therapy, the 
proposition was made by the editor to 
some of the officers of the American 
Radium Society to publish the papers 
read at the last meeting of that Society 
at Atlantic City, June 9, 1919. The pro- 
posal was accepted by the officers of the 
Radium Society, but had been made too 
late for any official action on the part of 
the American Radium Society to make 
THE AMERICAN JOURNAL OF ROENTGEN- 
OLOGY its official organ. It is to be hoped 
that the publication of these papers will be 
of mutual benefit. 

The American Radium Society has now 
become a representative scientific body, 
and its membership roll includes the names 
of many of the members of the American 


Roentgen Ray Society. It is growing 
rapidly, and its few years of existence 
have shown that there is a distinct and 
valuable work for such a body. 

In discussing the use of radium and 
roentgen rays singly or in combination the 
subject of a change in terminology has 
again arisen. 

The following papers were read at the 
last meeting of the Radium Society: 

1. The treatment of Malignancy by 
Combined Methods. Russell H. Boggs, 
M.D., Pittsburg. 

2. Radium in Combination with Roent- 
gen Rays, Electro-Coagulation and Sur- 
gery, in the Treatment of Malignant 
Disease. George E. Pfahler, M.D., Phila- 
delphia. 

3. A Comparative Study of the Action 
of Radium and Roentgen Rays. Albert 
Soiland, M.D., Los Angeles. 

4. The Physico-chemical Therapy of 
Radium as Administered in the Treatment 
of Chronic Arthritis. C. Everett Field, 
M.D., New York. 

5. The Value of Radium in Curing 
Disease, Prolonging Life and Alleviating 
Distressing Symptoms, W. H. B. Aikins, 
M.D., Toronto. 

6. Treatment of Carcinoma of the 
Uterus. John G. Clark, M.D., Philadelphia. 

7. Three Years’ Experience with Radium 
in Cancer of the Uterus. Ernest Charles 
Samuel, M.D., New York. 

8. The Technic and Pathology of 
Radium Therapy. Henry Schmitz, M.D., 
Chicago. 

g. Treatment with Deeply Planted 
Radium Emanation Tubes. Henry H. 
Janeway, M.D., New York. 

10. The Technic of Radium Applica- 
tion in Cataracts. Isaac Levin, M.D., 
New York. 

H. K. PANcoasr. 
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TRANSLATIONS & ABSTRACTS 


In the ‘‘American Atlas of Stereoroent- 
genology,’”’ Vol. VIII, Hill and Thomas de- 
scribe the ‘‘Technique of Making Stereoroent- 
genograms of Both Mastoids on a Single Pair 
of Plates.” 

The technique is quite simple and does not 
require much more time than the ordinary 
examination. We give herewith a rather de- 
tailed description of the technique, in which it 
will be noted that the number of steps necessary 
to complete the examination is reduced to a 
minimum. 

The patient lies on the table on the left side, 
with the side of the head resting on a small 
table (such as is used with the Kelley-Koett 
eye localizing apparatus), which is lead-lined 
except over an area five inches wide across the 
center of the table. The ear is turned forward 
to prevent the shadow of the cartilages of the 
ear obscuring the radiograph of the mastoids. 
The head is placed so the tip of the mastoid lies 
over a centering spot on the middle section of 
the table where there is no lead lining. 

The tube is placed so that the line of the 
principal ray passes through the head at an 
angle of twenty degrees above a line through 
the auditory meati. 

The stereoscopic adjustments have been made 
before the head is placed on the head table, so 
the line of the principal ray shall always focus 
on the center spot over which the mastoid is 
placed. Then on the left half of one 8 x 1o plate 
marked ‘“‘R” for instance, the right eye radio- 
graph of the left mastoid is made. This plate is 
then removed from the slide in the head table 
without the patient’s position being changed, 
the tube is shifted for the left eye image, and 
on the left half of a plate marked ‘‘L”’ is made 
the left eye radiograph of the left mastoid. The 
patient is then turned on the right side with 
the right mastoid placed over the center- 
ing point as was the left, and on the right half 
of the plate marked “‘L”’ the left eye radio- 
graph of the right mastoid is made. This plate 
is then removed, the patient remains quiet, 
plate ‘‘R” is reinserted in the slide of the head 
table so that the exposure will come on the right 
half of the plate. The tube is shifted for the 
right eye, and a radiograph of the right mastoid 
for the right eye is made. This gives right eye 
radiographs of each mastoid on the plate 


marked “‘R” and the left eye radiographs} of 
each mastoid on the plate marked “L.”: ~ = 

These plates when developed are placed in 
the stereoscope, the one having the right eye 
image in the right light box of the stereoscope, 
and the one having the left eye image in the 
left light box. With the glass side of the plates 
turned toward the mirrors of the stereoscope 
we view the mastoids from the inside of the 
skull, while with the film side of the plates 
placed toward the mirror we view the mastoids 
from the outside of the skull. 


F. H. Baretyer, M.D., AND JULIUS FRIEDEN- 
WALD, M.D., Baltimore, Md. Certain 
Clinical Aspects of Peptic Ulcer with 
Special Reference to Roentgen Ray Diag- 
nosis as Observed in a Study of 743 Cases. 
(The Johns Hopkins Hospital Bulletin, Vol. 
XXIX, No. 330, August, 1918.) 


The authors in the following report have re- 
ported 743 cases of peptic ulcer which were 
studied with special reference to the roentgen 
ray examination, and this report illustrates the 
close relationship on ‘which the clinical and 
roentgen ray examinations checked up. 

The cases were first gone into clinically and 
then, without any evidence as to the nature of 
the disorder, they were studied by means of the 
roentgen ray and a report made. The two re- 
ports were then placed side by side in order to 
determine how closely the clinical and roentgen 
ray diagnoses corresponded. 

The 743 cases were divided into three groups. 

Group I. Cases proven by operation number 
185. Diagnosis proven. 

Group II. Cases presenting positive clinical 
and roentgen ray findings of gastric ulcer 
number 323. 

Group III. Cases presenting doubtful signs 
and symptoms but lacking some definite, posi- 
tive sign. Roentgen ray findings, however, in 
the larger number of these were quite definite 
and numbered 235. 

Group I represented the most important in 
this series of cases inasmuch as the diagnoses 
were definitely confirmed by operation of the 
185 patients representing the first group; 132 
were males and 53 females, and the vast ma- 
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jority of cases occurred between the ages of 
twenty and forty. 

A direct history of ulcer was shown in 163 
cases (88 per cent) with occult blood occurring 
in 108 cases (84 per cent). The gastric secretion 
was examined in 164 cases. 


Normal acidity was observed in 54 cases or in 32 per 
cent. 
Hyperchlorhydria was observed in 68 cases or in 41 per 


cent. 
Hypochlorhydria and anacidity in 42 cases or in 26 per 
cent. 


The high percentage of hyperchlorhydria 
findings in this series of cases, the authors state, 
is due to the fact that the Rehfuss fractional 
method was employed in the determinations. 

The roentgen ray findings are interesting in 
this series of cases, inasmuch as the results 
were definitely checked up by operation. Out 
of this series the roentgen ray findings were 
verified in 147 cases (79.4 per cent). Of these 
147 cases the ulcer was duodenal in 68 (46.2 
per cent); gastric in 53 (36 per cent); pyloro- 
duodenal in 17 (11.5 per cent) and in the re- 
maining 8 cases (5.2 per cent) undetermined. 
The roentgen ray diagnosis in these 8 cases was 
based chiefly upon the functional activity of 
the stomach, and not to a persistent filling 
defect. 

There remain 38 cases (20 per cent) in this 
series in which the roentgen ray findings were 
either not characteristic or pointed to other 
conditions. 

Group II. In this group are included those 
cases which presented such typical clinical 
signs as well as positive roentgen ray findings 
of ulcer that the diagnosis could hardly be 
questioned. There were 323 cases in this group. 

Roentgen ray findings in this group were 
even more definite than in Group I. Of these 
323 cases positive roentgen ray findings were 
obtained in 272 (84 per cent). Of these 272 
cases, 117 were duodenal ulcers (43 per cent); 
tog gastric ulcers (40 per cent); 38 pyloro- 
duodenal ulcers (14 per cent) and in 8 (3 per 
cent) the location remained undetermined. A 
filling defect was absent in the 8 undetermined 
cases; but here too the functional activity of 
the stomach was so definite that a positive 
diagnosis of ulcer was made with almost abso- 
lute certainty. 

In this group there were 51 cases (15.6 per 
cent) in which the roentgen ray findings were 


either uncertain or pointed to some other 
pathological condition. 

Group III. In this group of cases the authors 
have placed those in which there were some 
elements of doubt, yet which on the other hand 
presented many of the characteristic manifesta- 
tions of ulcer. 


“We can practically always rule out the 
presence of a single duodenal ulcer, but we 
cannot always rule out gastric ulcer. The main 
distinction lies in the fact that in an irritating 
lesion of the stomach, such as ulcer, the conse- 
quent hypermotility causes a tonic contraction 
of the pylorus with retention of the gastric 
contents over a shorter or longer period, as well 
as a deformity, according to the situation of the 
ulcer. 

“On the other hand, in lesions of the duo- 
denum we have indeed a hypermotility not 
only of the duodenum but of the stomach itself; 
but in this case we do not have the spastic 
condition of the pylorus, consequently the hy- 
permotility produces a rapid emptying of the 
stomach contents. 

“Simple ulcer of duodenum uncomplicated 
by adhesions, stomach empties in from fifteen 
minutes to an hour, the contractions are uni- 
form, and there is no tendency toward hour- 
glass formations of the stomach. The pylorus is 
patulous and bismuth flows through quite 
freely. Duodenum is in very active contraction, 
and many cases show a deformity in some por- 
tion of it. At times bismuth can be seen running 
along either side with the defect between the 
two bismuth currents. 


“In gastric ulcer just the reverse is seen. 
Primary quick expulsion of contents and then 
the spastic condition of the pylorus appears 
with hour-glass formation and we have a 
retention, lasting anywhere from four to six 
hours according as the lesion is simple or is 
complicated by adhesions. In addition a filling 
defect is usually observed which remains 
constant.” 

The greatest difficulties arise in the diagnosis 
of complicated cases; that is, when adhesions 
are present, due either to the healing ulcer, or 
to inflammations connected with one or other 
of the organs in the abdominal cavity. This 
condition so frequently masks the usual find- 
ings that it is often impossible to determine 
whether we are really dealing with an ulcer or 
whether a lesion of some other organ is causing 
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the symptoms, and the gastric findings are 
due to a purely reflex condition or to aspasm. 
Although ulcerations are not always revealed 
by roentgen ray examinations, there are many 
cases of ulcer doubtful from a clinical stand- 
point in which the ray will clear up the diag- 
nosis. In two of these cases the clinical signs 
were indefinite but suggested an appendicitis; 
the roentgen ray was definite as to ulcer in both 
instances. Appendectomy was performed and 
only temporary relief was afforded. There was 
subsequent gastric hemorrhage and _ finally 
operation revealed an ulcer in each instance. 
CHARLES A. WATERS. 


PITUITARY HEADACHES AND THEIR Cure. (The 
Lancet, April 19, r919, p. 664.) 


Attention is directed by Dr. I. H. Pardee in 
the Archives of Internal Medicine (February, 
1919) to headaches the result of pituitary dis- 
orders. Characteristic of this type of headache 
is its frontal distribution and its intractability 
to the ordinary remedies. The cause is held to 
be due to an enlargement of the hypophysis 
following on a demand made upon it or attrib- 
utable to disease of the gland. Radiographs 
made of these cases of pituitary headache show 
a wide variety of sellz turcice. There may be 
a very small contracted fossa with the clinoids 
in apposition or a large fossa with a similar 
formation of clinoid processes. Or there may be 
erosion of the posterior clinoids, or even of the 
anterior processes, with visual changes. Pi- 
tuitary headache has three characteristics: its 
location, its duration and persistence, and its 
relief under specific medication. It is described 
as being deep in the forehead behind the eyes, 
with tightness between the temples, and a feel- 
ing of pressure or distention. The headache lasts 
from half an hour to forty-eight hours; theremay 
be exacerbations. At the climax of the headache 
there may be vomiting followed by relief. It is 
interesting to note that the ingestion of sugar, 
for which in these cases there may be a great 
craving, increases the headache; this is attrib- 
utable to anomaly of sugar metabolism due to 
the pituitary disorder, this gland being in- 
timately related to sugar metabolism. Patients 
subject to these pituitary headaches may show 
certain general indications of pituitary dys- 
trophies. The hair is apt to be coarse and dark. 
There may be alterations in the bony frame- 
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work; eyes too close together or too far apart; 
prognathism of the lower jaw, or general coarse- 
ness of the features. Blood sugar determination 
and sugar tolerance may show either too high 
or too low a figure. Marked relief of the head- 
aches is claimed to follow pituitrin medication, 
1 gr. three times a day (Armour’s tablets). 
Within a few days there will occur a decrease 
in the intensity. of the headaches. Too long 
continued pituitrin is inadvisable. Brief reports 
of seven cases are given in which benefit 
certainly appeared to follow this treatment. 


A New RADIOLOGICAL PROCEDURE FOR AB- 
DOMINAL DraGnosis. (Deutsche med. 
Wchnschr., February 20, 1919; Med. Rec., 


May 10, 1919, p. 798.) 


A. Schmidt backs up the results obtained by 
Goetze, by gas insufflation of the peritoneum in 
order to facilitate radiodiagnosis. He main- 
tains that the procedure is inoffensive and may 
be of the greatest utility. Hepatic and gall- 
bladder affections are those which give the 
most satisfactory results. Enlarged spleen 
show up extremely well. The outline of the 
stomach, brought out by insufflation of the 
organ, has permitted the writer to make an 
early diagnosis of carcinoma of the lesser curve 
in several instances, later on confirmed by 
operation. The writer offers several drawings 
made from the most characteristic radiographs 
taken by him. He likewise studies the field of 
usefulness of this procedure and states that in- 
sufflation of the peritoneal cavity can be com- 
bined with the introduction of a laparoscopic 
tube, thus allowing direct inspection of the 
viscera which can be compared with the radio- 
logical picture of their contours. 


RADIOLOGICAL DIAGNOSIS BY MEANS OF PNEU- 
MOPERITONEUM. (Deutsche med. Wchnschr., 
February 20, 1919; Med. Rec., May 10, 
1919. p. 798.) 


E. Rautenberg offers a paper on the above 
subject and puts forward the question of prior- 
ity. Cases of considerable diagnostic difficulty 
which have been settled by this procedure are 
particularly diseases of the liver. The writer 
also reports some instances of splenic and renal 
morbid processes which were diagnosticated by 
this method. 
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J. Darter. Counter-Indication of Radiother- 
apy in Certain Cancers of the Skin. (Bul- 
letin de L’ Académie de Médecine, June, 
1918.) 


Almost all the cancers of the skin and natural 
orifices of the body belong to four groups. 

1. Tubular or basal cell epithelioma, which is 
always treated by roentgen rays with good re- 
sults. This is the common cancer of the face of 
aged persons, which can last ten or twenty 
years without extending to the lymph-nodes or 
causing visceral metastasis. The above type and 
ulcus rodens disappear after short treatment. 
The large tumors should be excised and 
curetted preliminary to treatment. 

2. Lobular or spindle cell epithelioma, to 
which group usually belong cancer of the lips 
and tongue, of the external genital organs, of 
the anus, and of cicatrices. This form should 
never be subjected to radiotherapy, for after 
a short improvement it activates the cells and 
renders inoperable a tumor which could have 
been excised successfully before the treatment. 

3- Melanotic sarcoma is ineffectively treated 
by the roentgen rays. Such treatment is only 
loss of time, as ultimately the sarcoma should 
be excised or, even better, destroyed by elec- 
trolysis. 

4. Secondary carcinoma, which disappears 
under radiotherapy, but of course this does not 
affect the primary new growth. 

It appears from this that an exact diagnosis 
of the precise form of cancer should be deter- 
mined before radiotherapy is applied to a 
tumor. 


FRIEDRICH WINTER. Possibility of Immediate 
Amenorrhea in Cases of Myoma or Other 
Uterine New Growths. (Arch. d’ Electric 
Méd., July, 1918. Miinchener med. Wchn- 
schr., No. 10, March, 1917.) 


With the actual methods used in the treat- 
ment of uterine fibroma, menstruation ceases 
in three or four months only. The following 
technique reduces this to two days, causing an 
almost instantaneous sterilization. 

The machine used is of very high tension. 
Penetration 41 to 44 cm. (16 to 17% inches). 
Milliamperes, 2; target distance, 30 cm. (12 
inches). Filter 5 mm. of aluminum and 1 mm. 
of brass. 


The author advises using the filter of higher 
atomic weight when there is a choice of two 
equally absorbent substances. Use the large 
cone, in order to cover the ovaries and all 
fibromatous tissue with certainty. 

Only four fields are irradiated, two abdom- 
inal, and two dorsal, each on either side of the 
median line. Leave one inch space between the 
fields on the median line, in order to avoid 
cross fire on the skin. 

Each field gets 80X. 

The four treatments were given in two days, 
at the end of the menstrual period. 

Twelve cases were treated by the author, of 
which nine never menstruated again, two 
flowed once more, and one having a skin reac- 
tion (redness) did not return. 


Fritz Meyer. Radiotherapy with Hard Rays 
of Local Hyperhidrosis. (Berliner klin. 
Wchnschr., Dec. 30, 1918.) 


When local hyperhidrosis is treated by 
medium hard rays, to avoid serious burns the 
irradiations have to be given at several weeks’ 
interval, during which the sweat glands have 
time to recuperate and thus annul the tem- 
porary result obtained. 

Using hard rays, erythema is not attained, 
as the tolerance of the skin for hard rays is 
higher and furthermore the hard rays are more 
advantageous in the treatment of the deeper 
layers of sweat glands. The increased tolerance 
of the skin makes it possible so to time the ir- 
radiations that the sweat glands cannot recover 
during the intervals. The author concludes 
after six years’ experience that only strongly 
filtered hard rays have the power to cure 
hyperhidrosis. 

He uses a tube of 12 Wehnelt and a filter 
of 4mm. aluminum. The first treatment he ap- 
plies a full Sabourand-Noiré dosis and repeats 
it four times at one week intervals, provided 
of course that the accumulated rays do not 
cause a reaction. 

It is impossible to lay down definite rules, 
and experience will teach the radiotherapist 
whether he can increase the doses and the in- 
tervals or decrease the doses and apply them 
more frequently. 

The skin being more delicate in the palm of 
the hand than on the sole of the foot, more 
precaution is necessary in its treatment. The 
areas treated at a time should be small, in order 
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that the central ray should reach every single 
gland and cause a uniform action on all the 
affected surface. 


NocrerR & ReEGAND. Auto-Immunization of 
Malignant Tumors Against the X-Rays. 
(Arch. d’électric. méd., July, 1918.) 


When a new growth is treated by roentgen 
rays in successive and spaced doses, its radio- 
sensitiveness does not’ remain always the same, 
contrary to the belief of the average roent- 
genologist. 

The radiosensitiveness of a new growth 
never increases during treatment; it always de- 
creases, causing the same dose to become in 
time gradually ineffective. This is the impres- 
sion of the authors, acquired, by the treatment 
of about a hundred cases of malignant tumors 
with high doses of strongly filtered roentgen 
rays. 

The diminution of the radiosensitiveness of 
tumors as a consequence of successive irradia- 
tions, differs in various cases. It is hardly no- 
ticeable in tumors that disappear under treat- 
ment, but remarkably so in inoperable and 
extensive epitheliomas of the skin of the spindle 
cell type in many large and rapidly extending 
cancers of the breast, and in certain sarcomas, 
especially in myosarcoma. 

The authors report a case studied, both 
clinically and histologically, during the whole 
course of roentgen ray treatment, upon which 
they base their opinions. 

A child, twelve years old, was treated for an 
inoperable, ulcerated and large myosarcoma of 
the temporo-parietal region. In six months she 
had eleven treatments and seven biopsies. 

The first exposure caused a considerable 
diminution of the tumor and severe general re- 
action. The second reduced it only slightly and 
caused no general reaction. The following doses 
caused but insignificant local reactions. The 
last treatments were absolutely ineffective. The 
successive pathologic sections showed an initial 
and temporary destruction of the neoplastic 
cells, followed by a reconstruction of the malig- 
nant tissue. 

The authors think that this auto-immuniza- 
tion is caused by the modification of the hu- 
mors, due to the absorption of the dead neo- 
plastic tissue. 

The variance of the intensity of the phe- 
nomenon in diverse tumors seems to be attrib- 
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utable to the difference of the protoplasmic 
constitution of the cells. 

The authors consider it a bad method to 
divide the doses in the radiotherapy of tumors 
when it is not an absolute necessity. One should 
look for effective therapy by giving during a 
single exposure, or in closely successive sittings 
the necessary total dose. 

The surgeon should be called to remove im- 
mediately after irradiation all that is removable 
of the tumor (even though it be considered 
inoperable), to prevent the general reaction, 
and the loss of the radiosensitiveness of what 
is left of the tumor. 


PrerrE Lienac. Antiperistalsis of the Colon. 
(La Presse médical, Jan. 30, 1919.) 


Antiperistalsis so frequently observed in 
pathological conditions of the gastrointestinal 
tract is due to a central or peripheral reflex 
manifesting itself through the pneumogastric. 

The antiperistaltic movements of the colon 
are physiologic to a certain degree; they can be 
observed in 50 per cent of the cases under the 
fluoroscope and can be proved by clinical facts, 
like the discharge through the cecum of a mat- 
ter introduced in the distal end of the colon. 

The antiperistaltic waves originate midway 
between the hepatic flexure and the middle of 
the transverse colon at a point where a ring of 
tonic constriction appears as soon as the colon 
becomes dilated by fresh material coming from 
the small intestine. These waves are not very 
strong nor constant, and last only about four 
or five minutes at a rate of five per minute. 

These physiologic antiperistaltic waves were 
observed only in the first part of the colon, 
where they predominate while they last. J. T. 
Case of the Battle Creek Sanitarium observed 
them in the distal end also; but all his cases 
had pelvic tumors or intestinal new growths, 
in which event the antiperistaltic wave started 
from the point of obstruction, playing the réle 
of the ring of tonic constriction. 

In all cases of ileo-sigmoidostomy he found 
these antiperistaltic waves moving the feces 
toward the splenic and hepatic flexures and 
sometimes as far as the cecum. 

The fact that this antiperistalsis has been 
observed in many cases free from all intestinal 
lesions, would prove that it must be pathologic. 

Jakes considers only the antiperistalsis of the 
ascending and right half of the transverse colon 
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as physiologic, and explains its réle in main- 
taining matter there during the long hours of 
absorption. 

An exaggerated antiperistalsis of course 
should always be considered as! pathologic, and 
as indicating a serious intestinal obstruction. 

M. TELKEs. 


ALBERT Movucuet. Old Fractures of the Semi- 
lunar. (Arch. d’électric. méd., Nov. 1918.) 


The case described sustained an injury three 
years previously. There was no swelling or 
ecchymosis at the time, only a sharp pain with 
remissions—and diagnosed as due to chronic 
rheumatism. 

Radiography of both hands showed on the 
injured side: 

1. Examination of the height of the wrist, 
measured in the axis of the third metacarpal. 

2. Indistinct interarticular lines. 

3. Modification of the form, size and struc- 
ture of the semilunar, especially in its proximal 
end, near the radius. 

It is flattened in its vertical axis; the radial 
articular surface instead of being convex is 
plane and rough. 

It is narrower in the transverse axis, as if the 
horns had been stretched. There are several 
round spots of absorption in the center, pre- 
senting an aspect that many authors regard as 
a special degeneracy of the semilunar, due to a 
fibrous and somewhat cystic osteitis. 

It is remarkable that the other bones of the 
carpus show no absorption, so frequently ob- 
served in dislocations. 


Hernrich LuxemsBourc. Congenital Absence 
of Both Patelle. (Zeitschrift fir Ortho- 
padische Chirurgie, Oct. 5, 1918, p. 559.) 


Total, congenital absence of both patellz, 
without any functional disturbance, in an 
otherwise normally built individual, has been 
rarely observed so far. 

The first record is found in the London Med- 
ical Gazette of 1833 reporting total absence of 
both patella, without other malformations or 
functional disturbance as a hereditary and 
familiar deformity. 

Another similar case was described by Wuth 
(Archiv. f. Klinische Chirurgie, 1899, Bd. 58), 
where the malformation was hereditary only in 
the male members of the family. These in- 


dividuals were all good mountain climbers and 
horseback riders. The only noticeable effect 
was a peculiar gait; the patient did not step on 
the entire sole, but put his weight only on the 
ball of the foot, without the heel touching the 
ground. The feet were normally built and the 
gait spastic. The knees were quite flat, with 
the tuberosities of the tibiz markedly pro- 
truding. The tendons of the quadriceps were 
attached to these abnormally developed tuber- 
osities of the tibiz, and would slide between 
the equally overdeveloped condyles of the fe- 
murs, and stood out cordlike, similar to the 
tendo Achillis, while the joint capsule was in 
deep grooves on either side. During motion of 
the joint the tendon could easily be felt sliding 
in the intercondyloid fossa. 

The case observed by Luxembourg is in 
every way similar to this except that the gait 
is absolutely normal and the malformation 
apparently not hereditary. The roentgen ray 
plate shows not the slightest trace of the patel- 
lz on either side. 

The absence of functional disturbance in all 
these cases suggests that the patella is a more 
or less superfluous or at least not an indispensa- 
ble part of the knee joint. The question arises 
whether it should be considered as a sesamoid 
developed in the tendon of the quadriceps as a 
consequence of its friction on the femoral 
condyles, or, as Wuth thinks, as a former 
epiphysis of the tibia. 

The fact that the operative removal of the 
patella does not disturb the gait, proves that it 
is not an essential factor in the functional 
mechanism of the knee joint. 


J. Scnutze. A New Radiographic Sign of 
Gastric Ulcer. (Berliner klin. Wchnschr., 
Nov. 4, 1918.) 


The presence of indentations on the greater 
curvature has been observed during fluoros- 
copy and also on sharp radiographs, but has 
never been interpreted correctly. 

The author distinguishes four grades of in- 
dentations: shallow, medium, strong and very 
strong. They were considered as peristaltic, but 
if they were, they should move from the upper 
pole of the stomach toward the antrum. 

After they appear, they remain fixed, or only 
move with the peristaltic waves of the gastric 
body. They are more or less apparent during 
the examination, showing especially well when 
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pressure is applied on the point where the 
patient complains of pain. 

By this maneuver the indentations either ap- 
pear suddenly, or become intensified if pre- 
viously present. 

This symptom is present only when the 
painful point is on the upper half of the left 
border of the stomach or the duodenum. 

It was found in 60 per cent of the 2,000 cases 
examined, where the clinical diagnosis was 
established by good clinicians, to be that of 
ulcer. 

The indentations are attributed to a hyper- 
tonic state of the stomach, due to irritation 
from a gastric or duodenal ulcer, which causes 
the mucous membrane to plicate transversely. 
They have the same significance as the deep 
incisura due to spasm, except that they do not 
determine the location of the ulcer. 

In some instances the indentations appear 
in cases of cholecystitis and this must be re- 
membered in the differential diagnosis. 

The indentations must not be confounded 
with perigastric adhesions which can be easily 
eliminated by active or passive movement of 
the stomach, and by examining the patient at 
different angles. The latter reveals that some- 
times the indentations extend on the posterior 
surface. 

In the presence of indentation one may as- 
sume an active ulcerating process of the gastric 
or duodenal walls. 


E. Dercios. Abdominal Pain in Amebic 
Chronic Enteritis, Clinical and Fluoro- 
scopic Study. (Arch. délectric. méd., 
July, 1918.) (Paris Médical, July, 1918.) 


In certain cases with diarrhea the bismuth 
passes so rapidly through the digestive tract 
that it is completely discharged in twenty-four 
hours. 

Usually the stools become creamy or pasty 
after proper diet and treatment and the bis- 
muth stratifies the large intestine, as shown by 
fluoroscopy the following day. 

In more than fifty per cent of the cases the 
transverse colon was ptosed, and was found 
two or three fingers’ breadth below the umbili- 
cus. In twenty-five per cent of the cases the 
transverse colon was on a level with the 
umbilicus. 

These results were obtained especially in the 
more or less emaciated patients. 


Less frequently observed were the cases of 
angulated, transverse colon, its highest point 
being at the umbilicus. In one case it was V- 
shaped, the point of the V attaining the pubis. 
In two cases out of forty the stomach and colon 
were ptosed simultaneously. The stomach was 
atonic, having a large residue one and a half 
hours after the ingestion of the bismuth. The 
lowest point of the greater curvature was four 
fingers’ breadth below the umbilicus, the point 
of the V formed by the colon being behind the 
pubis. 

Functional disturbances are especially in- 
tense in cases of marked ptosis of the colon and 
are probably due to the continual traction of 
the mesocolon. They consist of uncomfortable 
pinchings, heavy, bearing down feeling, local- 
ized especially in the lower epigastric and um- 
bilical regions. 

Sometimes these painful sensations become 
real pains, accompanied by profound malaise. 
The moral equilibrium of the patient is dis- 
turbed, already deeply affected in long standing 
cases of chronic amebic enteritis with marked 
emaciation. In the majority of cases the stom- 
ach can be ruled out as the cause of these phe- 
nomena, though aerophagia and dyspepsia as 
a consequence, are quite frequent. 

The important factor is the marked colic 
ptosis and especially that of the transverse 
colon, favored by the greater or less weakening 
of the adipo-muscular layers of the abdominal 
wall, 


G. HouzKnecutT. Therapy of Radiodermitis of 
the Hands. (Berliner klin. Wehnschr., 
Dec. 9, 1918.) 


Formerly the pre-cancerous alterations of 
the skin were treated surgically by cauteriza- 
tion or extirpation. But whether treated thus 
or not, the final result was functional dis- 
ability due to adhesions and stiffness of the 
joints. 

Radium and roentgen ray therapy succeeded 
in eliminating the pre-cancerous keratosis or 
dry desquamation and most epitheliomas by 
breaking down and discharging the cancerous 
tissues. 

The islands of healthy epithelium join the 
surrounding healthy skin to form an elastic and 
only slightly thinner new skin. 

This method of treatment allows a restitu- 
tion at intervals and the reason for not recog- 
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nizing it sooner was the erroneous belief that 
the radiodermitis could only be made worse by 
further exposure and should be carefully 
shielded from the x-rays. 

The radiodermitis is caused by unfiltered 
rays and must be treated with filtered rays. 

The author treated beside his own hands, 
those of his colleagues, obtaining success in all 
fifty cases of kerotosis, and of 10 cases of ulcer- 
ated epithelioma, only three resisting the 
treatment. 

Radium and roentgen rays were used in- 
differently, results being the same, but radium 
proved to be more convenient. 

Dosage for roentgen ray: 10 to 12 H. through 
4 mm. of aluminum filter, administered in one 
sitting or broken up into two or three doses of 
6 H. with the same filter, at two weeks’ inter- 
val. The result is the same as in the treatment 
of skin affections not caused by the roentgen 
rays. 

Dosage for radium: The applied carrier con- 
tained 4 mgm. of radium metal to 1 cm. of 
surface. The filter consisted of 0.2 mm. of 
silver. Further filtration was obtained by 1 mm. 
of aluminum, to 1 mm. of brass, and a thin 
layer of cotton. The irradiation lasted from one 
or one and a half hours to eight hours. 


Levy-Dorn, Mat. Contribution to the X-Ray 
Study of Ossifications Found in the Soft 
Tissues. (Berliner klin. Wchnschr., Sept., 
1918.) 


The author reports the case of a fifteen-year 
old boy, presenting a cold abscess the size of a 
fist below the middle of the inguinal arch, on 
the internal and anterior side of the upper part 
of the left thigh. The hip joint was freely 
movable. 

The roentgen ray plate showed on both sides 
a shadow about the size of a prune in the soft 
parts, on the inner side of the major trochanter. 

As there is no record of bony structure lying 
with its longitudinal axis parallel to the femur 
he concluded that the shadows could be nothing 
but the calcified superficial inguinal glands. 
This symmetric, bilateral calcification (3 x 24% 
cm.) is quite infrequent and noteworthy. 

In another case, he found a similar but 
smaller shadow in the roentgenogram of a 
fracture of the neck of the femur, where it 
might have been taken for a bone splinter had 
it not been isolated and too far away from the 


line of fracture (2 cm. below the minor tro- 
chanter). 

He also found signs of ossification in a case of 
beginning tuberculous hip disease in an elderly 
woman, but on the unaffected side. 

He concludes that a single, calcareous body 
of various sizes, in the vicinity of the minor 
trochanter, found either on the diseases or on 
the opposite side, sometimes bilateral and 
symmetric, occurring indifferently in young or 
old, man or woman, should be considered as a 
calcified lymph gland, and not confounded with 
foreign bodies, bone splinter or the shadow of 
myositis ossificans. As its presence implies the 
existence of tuberculosis in the body, it can aid 
in the early diagnosis of tuberculous hip 
disease. 


Morcan. Radiotherapy of Large, Malarial 
Spleen. Regression of a Case of Extremely 
Marked Splenomegaly After One Dose of 
X-ray. (Arch. @électric. méd., November, 
1918.) 


The case is that of severe malaria, with large 
spleen and marked anemia, but no malarial 
parasites in the blood. 

One treatment produced a violent reaction, 
with hypercongestion, and started an attack of 
malaria with reappearance of the hematozoa 
in the peripheral blood. 

The spleen regressed after that quite rapidly, 
till it attained its normal size, while the quinine 
and arsenics administered made the parasite 
disappear from the blood. General condition 
improved notably. 


Gray, AtrreD L., M.D., Richmond, Va. 
Further Report on the Treatment of Non- 
Malignant Laryngeal Vegetations by the 
Roentgen Rays. Virginia Medical Monthly, 
Vol. 46, No. 2. 


Two cases were previously reported, both 
of which recovered. The author now refers 
three more cases, the last of which was a man 
forty-five years of age who has been free 
of all evidence of trouble for nearly two years. 
The last examination of his larynx was nine 
months ago. The author states that without 
exception each patient has been completely 
cured as shown by the laryngoscopic examina- 
tion, or else the recovery was satisfactory to 
the patient’s family and further treatment 
was not continued. 


| 
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Hazen, H. H., M.D., Washington, D.-C. The 
Roentgen Ray Treatment of Tinea Ton- 
surans. Jour. of Cutaneous Dis., Vol. 37, 


No. 5. 


The proper use of the roentgen ray will cure 
99 per cent of the cases and will do no harm if 
properly employed. The object of the roentgen 
ray is not to kill the organisms but to produce 
a defluvium; this removes the majority of 
the spores which are contained in the hairs, 
reduces the food supply of the parasite and the 
remainder can be cured by antiparasitic rem- 
edies, inasmuch as such remedies can gain 
access to the follicles once they are empty. 

The results of the treatments are as follows: 

“To date I have treated 225 cases of tinea 
tonsurans by this method, the diagnosis of 
all doubtful cases having been confirmed by 
the microscope. The majority of these cases 
were sent by the Board of Children’s Guar- 
dians, and were from the various homes super- 
vised by this board. In seventeen instances 
but a portion of the scalp was epilated, and in 
fourteen of these cases it was later found neces- 
sary to remove all of the hair inasmuch as other 
patches of the disease developed. In one private 
case the mother refused to have the whole 
scalp epilated, and thirty-four different treat- 
ments were given to various sized patches 
before final recovery took place. I should not 
treat a case in such a way again. In only one 
instance was there a recurrence, although there 
were six cases of new infection. In the one 
case of recurrence the hair was again epilated 
exactly three months from the date of the 
original treatment with perfect results. There 
were but two untoward results due to treat- 
ment, both of which should have been avoided. 
In one instance the clock by which the timing 
was done stopped during the treatment, the 
result being an over-exposure and permanent 
alopecia. In another instance the child moved 
during treatment and a slight erythema re- 
sulted from the overlapping of the fields of 
exposure with a resulting erythema and a 
slight thinning in the returning hair. In the 
children from one home, too strong an am- 
moniated mercury ointment was used after 
radiation, and there was a resultant crop of 
boils, but no other trouble. The hair does not 
always return the same color. In a private case 
with beautiful red hair the new hair was brown. 
At times the texture of the new hair is not the 
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same as that of the old, an additional argu- 
ment against partial epilation. . . 

“There appears to be no convincing report 
of any brain injury resulting from such roent- 
gen ray treatment.”’ 


Srmpson, CLARENCE O., M.D., D.D.S., St. 
Louis, Mo. Cooperation of the Orthodon- 
tist and the Radiodontist. Internat. Jour. 
of Orthodontia and Oral Surg. Vol. 5, No. 5. 


After describing the evolution of orthodontia 
he states that the maximum efficiency in den- 
tistry cannot be attained by one who attempts 
all types of operations. He uses the term 
radiodontia, which he describes as follows: 

“The term radiodontia, being of compara- 
tively recent adoption, may require some ex- 
planation. It is defined as the art and science 
of making and interpreting radiographs of the 
teeth and adjacent structures. Etymologically 
it is vulnerable to the criticism of having its 
origin from both Latin and Greek, but it 
euphoniously combines radio and odontia and 
greatly simplifies the term of dental radiog- 
rapher and diagnostician, and conforms to 
the accepted terminology of orthodontia, 
periodontia, and exodontia. It includes far 
more than the mechanical procedure of radiog- 
raphy, in that the intelligent examination and 
interpretation requires professional education, 
clinical experience, and special study. The 
qualifications of a competent radiodontist are: 

“A practical knowledge of electricity, and 
sufficient mechanical ability to manipulate 
and maintain radiographic apparatus at its 
maximum efficiency. 

‘Sufficient experience in photographic tech- 
nic to secure the best results in the dark room 
work. 

““A professional education which includes 
more pathology, histology, and bacteriology 
than in the past has been provided in the dental 
curriculum. 

“Clinical experience derived from the general 
practice of dentistry, the longer and more 
creditable the better, since too many men begin 
the practice of a specialty without the advan- 
tages of experience in general practice, or after 
having been unsuccessful from incompetency. 

“‘An extensive study of radiographic films 
and plates to develop proficiency in recognizing 
normal structures and detecting errors in 
technic and variations from the normal. 


‘ 
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“A sixth sense which may be called a histo- 
pathologic intuition to reason from cause to 
effect and conversely. 

“‘A broad professional spirit with the greatest 
consideration for the welfare of the patient, 
assistance to the dentist, and cooperation with 
the physician. 


“‘An absorbing interest and enthusiasm for 
the work with unlimited confidence in the value 
and future development of the practice.” 

He then states that one with the above 
qualifications should be able to render valu- 
able service to his confréres. 


BOOK REVIEWS 


Rapro-D1aGNosIs OF PLEURO-PULMONARY 
AFFEcTions. By F. Barjon. Translated by 
James A. Honeij, M.D., Assistant Pro- 
fessor of Medicine in charge of Radiog- 
raphy, Yale Medical School. 183 pages; 
81 illustrations. Price $2.50. Yale Uni- 
versity Press, New York. 


This book can be recommended to every 
roentgenologist, and no one can fail to gain 
some useful knowledge from reading it. The 
author is to be commended for taking up one 
important aspect of roentgenologic diagnosis 
and writing it up in detail from a broad 
experience along that particular line, rather 
than attempting to compile a book covering 
the entire subject of roentgenology in a more 
or less elementary manner. One may object 
to the style of the text, but this can readily 
be overlooked when one considers that the 
ideas of the author have probably been fol- 
lowed in a more or less literal manner by the 
translator. 

This review is intended particularly for 


roentgenologists, but the book is also to be . 


recommended to the internist and surgeon, 
for it is concise and reliable, and one well 
calculated to keep those interested in roentgen 
diagnosis, but not engaged in it, in touch with 
what should be expected from this method of 
examination. 

The first section describes the method of 
screen examinations of the chest. It is short 
and concise, as it should be. The second section 
includes the diagnosis of all conditions of the 
pleura and appeals to one as probably the 
most important and interesting part. It is 
certainly well worth careful study. 

The third part is arranged to include condi- 
tions of the bronchi and peribronchial tissues 
and the tracheobronchial lymph nodes. The 
conditions described are foreign bodies, bron- 
chiectasis, stenosis, bronchial irritation, tra- 
cheobronchial adenopathies, including ma- 
lignancy, and the thymus. 

The fourth section deals with pathology of 
the lungs, and the following conditions are 
included: congestion, edema, pneumonia, ab- 
scess, gangrene, emphysema, atelectasis, tuber- 
culosis, neoplasms, and hydatid and dermoid 
cysts. The chapter on tuberculosis is a varia- 
tion on what has been so familiar to us in 


American literature for the past few years. The 
subject is discussed in quite a different manner, 
but most of the author’s conclusions are similar 
to the views of the most conservative American 
authorities on the subject of the roentgen 
diagnosis of pulmonary tuberculosis. 

The final section is devoted to penetrating 
wounds of the chest by war projectiles. This 
contains nothing new to those who have had 
training in localization methods or who have 
kept in touch with military roentgenology. A 
final note by Major J. S. Shearer indicates 
that American roentgenologists were familiar 
with the subject at the time of the translation 
of the book. 


H. K. PANcoast. 


ROENTGENOTHERAPY. By Albert Franklin 
Tyler, B.Sc., M.D., Professor of Clinical 
Roentgenology, John A. Creighton Medical 
College; Roentgenologist St. Joseph’s Hos- 
pital, Bishop Clarkson Memorial Hospi- 
tal, Ford Hospital, Immanuel Hospital, 
Douglas County Hospital, and Lord 
Lister Hospital, Omaha, Neb. Member 
American Roentgen Ray Society; etc. 
162 pages, 111 illustrations. Price $2.50. 
C. V. Mosby Co., St. Louis, 1918. 


This little book is intended as a reference 
and text book for students in roentgenology. 
It is naturally elementary, but is well arranged 
and would seem capable of serving its purpose 
in a very satisfactory manner. Dr. Tyler is 
well known to American roentgenologists and 
it is to be regretted that he could not have 
seen fit to go into the subject more deeply and 
make it a comprehensive reference book for 
everyone interested in the subject. The first 
chapter gives the modern terminology now in 
use in this country. The second chapter de- 
scribes the apparatus required for modern 
roentgen therapy and the methods of measuring 
dosage. The third and fourth chapters deal 
with the superficial and deep conditions in 
which roentgen therapy is applicable. The 
general method of dealing with each condition 
is stated. The remainder of the book is taken 
up with a description of representative cases 
that have received treatment. The illustrations 
are excellent. 
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ROENTGEN DIAGNOsIS OF DISEASES OF THE 
Heap. By Dr. Arthur Schiller, Head of 
the Clinic for Nervous Diseases, Franz 
Joseph Ambulatorium, Vienna. Authorized 
translation by Fred F. Stocking, M.D., 
M.R.C., with Foreword by Ernest Sachs, 
M.D., Associate Professor of Surgery, 
Washington University. Approved for 
publication by the Surgeon General, 
U. S. Army. 305 pages, 97 illustrations. 
Price $4.00. C. V. Mosby Co., St. Louis, 
1918. 


Most American roentgenologists are familiar 
with Dr. Schiller’s book, which made its 
appearance a short time before the onset of 
the recent world conflict. Its publication gave 
him the reputation of being probably the great- 
est authority on the roentgen diagnosis of 
various conditions of the head. As this is 
doubtless the most comprehensive book ever 
published on roentgenology of the head, it 
needs no further recognition than this. To 
those familiar with the subject it is authorita- 
tive, and those who have known Schiller have 
recognized him as a master of his subject. 
We should be grateful to the translator for 
his efforts to present the text in English and in 
so admirable a manner. As a former student 
under Schiller he was well fitted for the task. 
While the book deals particularly with the 
roentgenologic aspect of the subject, it will 
certainly appeal to one from the general diag- 
nostic standpoint. The neurologist as well as 


the roentgenologist should be familiar with its 
contents. 

The first chapter deals with the morphology 
and development of the skull in different 
races and at different ages. The second includes 
a discussion of anomalies in size, shape and 
contour due to disturbances or abnormalities 
in skeletal development and growth, and the 
effects of external agencies. The subject is 
discussed in a very thorough and compre- 
hensive manner, based upon an unusually 
wide experience. This chapter also deals with 
changes in consequence of systemic disorders— 
cretinism, achondroplasia, Paget’s disease, 
and many rarer affections; and also inflamma- 
tory conditions—osteomyelitis, syphilis, tuber- 
culosis and actinomycosis, and tumors of the 
bones of the skull. Injuries are included. The 
third chapter deals with pathological condi- 
tions within the skull which can be demon- 
strated directly by the roentgenogram. The 
author aptly calls attention to the fact that 
one can show no changes in brain structure 
except calcification. Otherwise, lesions must 
belong to the pressure group, cause bone de- 
struction or bone formation, or invade the 
accessory sinuses. A very thorough discussion 
is given to sellar changes and the general 
changes resulting from intracranial pressure. 
It is very disappointing to find that conditions 
of the eye, ear, accessory sinuses and teeth have 
received bare mention in an appendix, as a 
sort of afterthought. 

H. K. Pancoast. 


